JOURNAL OF THE BRITISH MEDICAL ASSOCIATION 


SATURDAY AUGUST 1956 


TABLE OF CONTENTS 


Inhaled Foreign Bodies 
C. L. N. ROBINSON, M.D., F.P..C.S., F.R.C.S.(C.), amd WILLIAM W. MUSHIN, M.B., F.F.A.R.C.S., 324 
Tracheostomy, and Management of the Unconscious Patient JOHN ANDREW, M.B., F.R.C.S. 328 
Maintenance of High Sickling Rate in an African Community 
H. LEHMANN, M.D., Ph.p., F.R.1.c., and A. B. RAPER, M.D., M.R.C.P. 
Familial Agammaglobulinaemia R. H. EvpHinstone, M.B., IAN G. WICKES, M.D., M.R.C.P., D.C.H., and 
Aetiology of Juvenile Diarrhoea 
Mair E. M. THOMAS, M.B., D.P.H., and B, CHARTER, B.SC., Dip.Bact. 
A Family History of Uterine and Gastro-intestinal Cancer = Davip SAVAGE, M.B., F.R.C.S., M.R.C.0.G. ..........341 
Trendelenburg Tilt J. M. INGLIS, M.B., F.F.A.R.C.S., D.A., and B. N. Brooke, M.D., M.Chir., F.R.C.S. .......... 343 
MEDICAL MEMORANDA ARTICLES CORRESPONDENCE— contd. 
Torsion of Spermatic Cord: A Plea f Prevention culosis: 
Bilateral” Retrobulbar Ordeal by Spens ts 350° A. LAWRENCE, D. 
Doris ROSE, M.&.C.S., D.O.M.S. ....,. 356 
Leukoplakia of the Bladder. L. MM. ANNOTATIONS Diesel Oil and Lung Cancer. B. R. 
ZINCK, M.D., and H. S. Diarrhoea in Young MILLER, M.INSL.T.A. 357 
TRAFFORD, M.B., F.R.C.S.B0. 346 Chronic Arsenic Poisoning ............ 331 Personality and Cancer. GrirrirH Evans, 
BOOK REVIEWS 347 Chromosome Number of-Man 
CORRESPONDENCE Cigarette Smoking. H. Mcliaov, 


GENERAL ARTICLES AND NEWS 
Blood Substitute Solutions. L. G. 


Mepicat Nores tn PARLIAMENT ........ 366 
UNIVERSITIES AND COLLEGES .......... 367 

OBITUARY 
R. J. McConnell, 364 
Doris Gordon, M.B.£., M.B., F.R.C.S.Ed., 

W. Pointon Dick, M.R.c.S. ............ 365 
D. F. Whitaker, M.R.C.S. 365 
M. K. Johnston, M.B., D.P.M. .........- 365 
T. B. Costello, M.D., D.P.H. 365 


BRITISH MEDICAL ASSOCIATION, 


No. 4988, WEEKLY, PRICE 3/- 


Effect of oa Meals on Blood Coagu- 
lability. H. W. PULLERTON, F.R.C.P. . .356 

Medical Evidence at Inquests. . M. 


SUPPLEMENT 
Full Contents on First Page of Supplement 
97 


ELWELL, M.R.C.S.; 


HiLpitcH, M.B. 


Copyright 


Staggered ene and Sugar Tolerance. 

Measies. LYNN, L.M.S.S.A. ...... 359 
Weir's Disease. J. G. P. 


Abdominal Migraine. J. H. MELLOTTE, 


Paediatric Anaesthesia. Ropinson, 

p.s.; J. LOUGH, F.F.A.R.C.S. ....360 
Athlete’s Foot. P. woop, 

m.B.; M. D. A. HeLier, M.B. ........ 360 
Benzhexol Hydrochloride in 

R. O. GILLHESPY, 361 

“ Meratran.” R. C. M.D. ...... 361 
rogens and Salt a 


Letters on other subjects on pp. 362-3 


TAVISTOCK SQUARE, LONDON, W.C% 


REGISTERED AS A NEWSPAPER 


MEDI “ape, 
SO 
| | 
are 
Cent 97 
McLaren, M.B.; C. T. Roserrs, 
wD; J. 
A. C. J. Saupex, M.B., and H. P. 


0 BRITISH MEDICAL JOURNAL 


11, 1956 


When a gentle laxative 
is needed... 
Andrews Liver Salt 
may be indicated 


We shall be pleased to send an 8 ot. tin for clinical trial, on request 


SCOTT & TURNER LTD. ANDREWS HOUSE - NEWCASTLE-UPON-TYNE 


Brand’s 


MEAT PROTEIN FOODS 
FOR BABIES 


The makers of Brand’s Essence are pleased to introduce 
Brand’s Strained Protein Foods for Babies. 

Brand’s Strained Beef and Brand’s Strained Veal are all 
fine table-quality meat, ground to a smooth meat purée and 
moistened with meat broth. A littlesalt isadded for flavouring. 

Clinically tested, Brand’s Strained Protein Foods were 
very well received and very well tolerated. They are recom- 
mended as an addition to normal infant diet, and are 
especially helpful during weaning. They can be given from 
the age of 34 to 4 months onwards. 

Brand’s Strained Protein Foods are free from preserva- 
tives; heat-sealed and sterilized, in 1} oz. glass jars. 
Professional samples and literature on request. 


BRAND’S 
STRAINED VEAL 


BRAND'S 
STRAINED BEEF 


Brand’s well-known Chicken Broth, Bone & Vegetable 
Broth (thick or clear), and Strained Prune, are also avail- 
able to help in providing a properly varied diet. 

BRAND & CO. LTD., MAYFAIR WORKS, VAUXHALL, $,.W.8 


SANCTIONED ON N.H.S. PRESCRIPTIONS (FORM E.C.10) 


EPHAZONE 
tablets 


The rational symptomatic 
remedy for bronchial spasm in 


ASTHMA & BRONCHITIS 


Ephedrine grain 
bromine } grain 

Phenazone | grain 

Calcium gluconate } grain 


CONTAINING tN 
SACH TABLET 


This preparation is not advertised to the general public 


EPHAZONE LTD 


—and brings you a ful 


47 TAX FREE 


Equal to £6.19.22 PER CENT GROSS 


BUILDING SOCIETY 


MAXIMUM SECURITY 


@ Easy withdrawals 

@ Income tax borne by the Society 
@ Any amount accepted up to £5,000 
@ No depreciation 


25 of proghesswe expansion 
JUNE 1931—JUNE 1956 
NOW EXCEED £4,000,000 
Full particulars from the Secretary : 
STATE BUILDING SOCIETY 


28 State House, 26 Upper Brook St., 
Park Lane, London, W.1 


Effervescent 
Pleasant-tasting 
| 
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Sodium Bicarbonate eo oe 23% 
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Virtually a new antibiotic 


‘Distaquaine’ 


trade mark 


phenoxymethylpenicillin penicillin V 


Reliable ORAL Penicillin 


for all ages 


eeeeeee 
09 60 00900, 


“On present evidence it seems clear that penicillin V is more 
potent, dose for dose, than other oral preparations.” 


ANNOTATION, Brit. med. J., 1. 282. 1956 


ACID-STABLE ‘Distaquaine’ V tablets, containing a new acid-stable penicillin 


siete (penicillin V), combine the convenience of oral penicillin with 


the reliability of treatment by injection. 


re 


CONVENIENT The dosage in an adult for the treatment of an infection of 

DOOOOOOOOS average severity is six tablets daily at four-hourly intervals. 
Smaller doses of the scored tablets may be given (e.g., in jam) 
to children. 


eeee 
INEXPENSIVE A bottle of 30 tablets (sufficient for five days’ treatment in an 
OOOOOOOON adult) costs 6s. 10d. That is, the basic cost to the N.H.S. is 


less than Is. 5d. per day. 


PACKS: 60 mg. tablets.* Bottles of 30, 200 and 1,000. 


*60 mg. equivalent to 100,000 units of penicillin G. 


THE DISTILLERS COMPANY (Biochemicals) LIMITED 


FLEMING ROAD, SPEKE, LIVERPOOL 19. Tels HUNTS CROSS 1271 
Export enquiries: DEVONSHIRE HOUSE, PICCADILLY, LONDON, W.I. Tel: MAYFAIR 8867 
PPH 3/56 
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z When the need is for safe, longer-lasting control 
of anxiety and tension states, today’s prescription 
is Mirown. Powerfully tranquillizing in simple 
oral dosage, Murown acts selectively, reducing 
ia irritability and restlessness and bringing a 
generalised muscular relaxation. induces sleep 
Sey narcosis rand is “vietually- non-toxic. 
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LTOWN 


MEPROBVAMATE 
Tranquillizes both body and mind 
methyl-2-n-propyi-1, 3 propanediel dicarbamate) 
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COMPLAN FORMULA 


Nutrients Per 100 GM. Nutrients Per 100 GM. 


Protein 31 gm. Riboflavine 1.1 mg. 
: Fat 16 gm. Nicotinic Acid 7.7 mg. 
5 Carbohydrate 44 gm. Pantothenic Acid 3.0 mg. 
. Calcium 825 mg. Choline 74.0 mg. 
_ Phosphorus 780 mg. Pyridoxine (Bg) 0.4 mg. 
; Sodium 400 mg. Vitamin Bis 2.2 pg. 

Chloride (as Ct) 740. mg. Vitamin C 10.0 mg. 
. Potassium 1,100 mg. Vitamin D 220 units 
a iron . 8 mg. Vitamin E 5.3 mg. 
7 Vitamin A 1,100 units (acetate) 
Vitamin | Vitamin K mg. 
Plus trace requirements ’ Calorific Value 450 
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The food that has everything 


Everything —in the way of essential nourish- 
ment—needed. to keep a patient alive and healthy 
can be simply and effectively supplied by Complan— 
Glaxo’s unique food product. It is thus ideal for both 
home and hospital where it performs two useful services 
. as a sole diet for those who cannot eat normal 


meals. . . and asa high protein-vitamin-mineral drink 


TRADE MARK 


for those who need extra nourishment. Moreover 
because Complan is a readily soluble powder it is the complete food 
easily prepared and is as simply given through a thin 
feeding tube as by cup. And it is suited to all types 
of patients because it is easily assimilated and really 
tastes good. Truly a food that has everything for some 


and something for everyone. 


t-lb. CARTONS 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRON 3434 
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Smaller spray 
for general 


practitioner use 
(100 mi.) 


Nobecutane 


The sterile plastic dressing 
for small cuts, abrasions and major 
surgical incisions 


Nobecutane is suitable for dressing most wounds 
from small cuts, burns and abrasions to major 
surgical incisions. Its great tensile strength and 
elasticity make it useful for covering those injuries 
where the patient can continue at work, for it 
gives maximum protection with minimum limit- 
ation of movement. As it is both waterproof and 
dustproof, and will withstand most detergents 
| and emulsified oils, it is an ideal industrial dress- 
. ing, especially where hygiene in the preparation 

of food is important. As it is impermeable to 

bacteria, but allows normal skin respiration, the 
; dressing ensures healing with no contamination 
of the wound and no maceration of the skin. 


PRESENTATION : 100 mil. and 300 mil. spray containers, 
50 mi. bottles. 


Waterproof, Dustproof 
Impermeable to Bacteria 
No Wound Contamination 
No Skin Maceration 


EVANS MEDICAL SUPPLIES LIMITED 
$ SPEKE, LIVERPOOL 19 (HUNTS CROSS 1881) 


London Office Ruislip, Middlesex (Ruislip 3333) ; 


do tackle flat foot? 


. . . do you prescribe an external 


wedge on the shoes? 


BUT the wedges soon wear 
away; and very often the child 
is made to feel self-conscious 
because his shoes look different 
from other children’s. 

Surely it’s more logical to 
have a wedge built-in between 
the inner and outer sole — 
invisible, and completely un- 
affected by wear or repair of 
the shoe. That is how Start-rite 
INNERAZE shoes are made; 
why they are the only practical 
solution to this problem. 


Information from Mr. W. 7. Peake, James Southall & Co. Lid., 
Crome Road, Norwich. 


Invisible Wedge Shoes by START-RITE 


(whe make the finest children’s shoes of all types) 


Inneraze Shoes are supplied only against medical prescription 


RYOTOL 
Chronic bisislnes of the Ear 


because 


RYOTOL is lethal to Ps. pyocyanea, Staphylo- 
coccus aureus, Proteus vulgaris Streptococcus 
pyogenes found in C.S.O.M. and Otitis Externa. 
The presence of Ps. pyocyanea has been demonstrated 
in 90% of cases of chronically discharging ears. This 
gram-negative, highly resistant organism is unaffected 
by penicillin, sulphonamides and many other bacteri- 
cides. It produces abundant pus and is therefore 
extremely troublesome. 
RYOTOL Ear Drops are the outcome of clinical work 
on humans, following outstanding results obtained'in 
the veterinary field. 

Formula: 
Monopheny! ether of ethylene glycol .. 
Phenylmercuric Nitrate 


Phenyl-dimethy] iso-pyrazolone 
in a stabilised non-irritant base. 


-. 2.0% viv 
wiv 
wiv 


Samples and literature gladly forwarded on request 
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in the chronic worrier 


DRINAMYL 


produces a mood of calm composure 


Anxiety, apprehension or depression may 
cause or complicate a multitude of ills. An 
encouraging smile or a verbal pat on the 
back may help some patients to dismiss a 
baseless worry. But the chronic worrier 
needs more than encouragement if the 
troubles that shadow her life are to be met 
resolutely. 

‘Drinamyl” produces the peace of mind 
that such patients so desperately need. 


Drinamyl for Smoothly and unobtrusively emotional 


tension is eased: harassment and anxiety 


the harassed give place to calm composure. The —* 


competence to cope with problems is 


restored, and the response to treatment is 


patient improved. 


*DRINAMYL’” TABLETS . *DRINAMYL SPANSULE’*® SUSTAINED RELEASE CAPSULES 


Each ‘ Drinamyl’ tablet contains 5 mg. ‘ Dexedrine’ (dextro-amphetamine sulphate) and 32 meg. (gr. 4) amylobarbitone, Each ‘ Drinamyl 
Spansule’ capsule Strength No. 1 contains 10 mg. ‘ Dexedrine’ (dextro-amphetamine sulphate) and 64 meg. (gr. 1) amylobarbitone. Each 


‘Drinamyl Spansule’ capsule Strength No. 2 contains 15 mg. ‘ Dexedrine’ (dextr Pp ulphate) and 97 mg. (gr. 14) amylobarbitone 


@ Smith Kline & French represented by Menley & James, Limited, London S.E.5 
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The Ambulatory Treatment 
of Ulceration of the leg \ y 


chlorhydria 


anviety 


tension j 


The plaster used in the manufacture of “* Lestreflex *’ peptic uleer triad | 


is innocuous to newly formed tissue cells and 


leucocytes and the bandage is unsurpassed in the 


ambulatory treatment of ulcerations of the leg. It : 
provides a means of alleviating pain and promoting WI O Ul a r 
rapid healing. This bandage is 


often successful where allergy to 

other bandages has arisen. 
Each active constituent in COLLUBARB has a specific 
function in the treatment of dyspepsia, hyperacidity 


Lestreflex is also available with 
strip ventilation, assuring aeration 

and peptic ulceration, and provides effective 
symptomatic relief. 


to the wound. 


LESTREFLEX 


ELASTIC DIACHYLON This new booklet 


Gescribing the smbu- HYPERCHLORHYDRIA 


BANDAGE 
ulceration of the leg Aluminium Hydroxide 5 gr. (320 mg.) 
is now available and 
AVAILABLE ON E.C. 10 will be sent to mem- ANXIETY TENSION 
bers of the medical P 
profession on request Phenobarbitone } gr. (16 mg.) 


HYPERMOTILITY 
al " DA LMAS Atropine Sulphate 1/500 gr. (0.13 mg.) 


Presentation Cartons cf 24 and 100 (film wrapped) 


WATERPROOF FIRST Containers of 500 


AID DRESSING 


The Dalmas Doctor's 
gp le Cabinet contains 180 water- EVANS 
a proof dressings in eight sizes we 


and shapes plus a one-yard 
spool of Dalmas Strapping. 


and _ samples EVANS MEDICAL SUPPLIES LTD. 
available On request. SPEKE, LIVERPOOL 19 (HUNTS CROSS 1881) 


a A LM A 8 London Office : Ruislip, Middlesex (Ruislip 3333) 


DALMAS LTD., LEICESTER & LONDON Est 1823 


7/56 


6 BRITISH MEDICAL JOURNAL 

| 
| 

|| 
| 
a 


Aus. 11, 1956 BRITISH MEDICAL JOURNAL 


The esters of NICOTINIC, SALICYLIC and 
p-AMINOBENZOIC acids 


bring relief to cases of 


Ra arthritis and rheumatism 


N CASES OF soft-tissue rheumatism, and arthritic disorders, 
J many doctors are tending more and more to regard , 
, Transvasin as an indispensable adjuvant to treatment. a 

For Transvasin is composed of the esters of nicotinic, - 


salicylic and p-aminobenzoic acids. These esters readily pass 
the skin barrier in therapeutic quantities, and so enable an 
effective concentration of drugs to be built up where they 
are needed.* 

Transvasin not only induces vasodilation of the skin with 
a superficial erythema, but also brings about a deep hyper- 
aemia of the underlying tissues. It is non-irritant and can be 
safely used on delicate skins. 

It is now being widely prescribed, with successful clinical 
& results. Since a very small quantity is sufficient for each 

» application, the cost of treatment is extremely low. 


*Therapeutische Umschau 
VIII, 1952, 10, 143. 


Salicylic acid tetrahydrofurfuryl-ester... 14% 


Nicotinic acid ethyl-ester.................. 2% 
Nicotinic acid n-hexyl-ester............... 2% 
p-Aminobenzoic acid ethyl-ester......... 2% 
Water-miscible cream base ad ......... 100%, 


Transvasin is available in 1 oz. tubes, basic N.H.S. price 2/6 plus P.T., 
and is not advertised to the public. Samples and literature will be 
glady sent on application. 


LLOYD-HAMOL LTD 
11 Waterloo Place, London, $.W.1. Tel. WHItehall 8654/5/6 
Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 
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Stop morning sickness 


‘ANCOLOXIN’ 


TABLETS 


Meclozine dihydrochloride 25 mg., plus pymri- 
doxine hydrochloride (vitamin B,) 50 mg. 


“The use of a combination of meclozine dihydro- 

chloride and pyridoxine (‘ancoloxin’ tablets) in a 

series of cases of nausea and vomiting of preg- 

nancy is reported. Rapid and effective control of 

symptoms was obtained in all cases, some of the — sa vil 
i i 71 i t tablets at night. Complete relie 

” Basic N.H.S. cost of treatment— 

pyridoxine alone.” (PRACTITIONER, 1956 (Feb.). 1/4 per day. ( 

176, 201) Containers of 10 and 50 tablets. ( 
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Medical Department \ 
THE BRITISH DRUG HOUSES LTD. LONDON N.1 


In convalescence 


ais? 


Lethargy and loss of appetite—the very 
conditions which, in convalescence, it is 
essential to reverse—are also among the 
earliest symptoms of Vitamin B deficiency. 
The administration of B-complex Vitamins 
to convalescent patients is, therefore, common expedience. 

* Beplex *, an established means of providing a balanced dosage of the important B Vitamins, 
naturally prepared, may be accepted with equal confidence for specific therapy or prophylaxis. 
It is available as an agreeable elixir or in capsule form to suit the preference of the patient. 


*‘Bercex’ Elixir — One teaspoonful provides Be | 4 Beriex’ Capsules — Three capsules provide: 
Aneurine Hydrochloride 0.5 mg., Riboflavin 1 me Aneurine Hydrochloride 1.5 mg., Riboflavin 1.6 mg., 
Nicotinamide 5 mg. and 16% Alcohol TRADE MARK Nicotinamide 15.0 mg 


ELIXIR & CAPSULES 


JOHN WYETH & BROTHER LIMITED (Ayeth) CLIFTON HOUSE, EUSTON ROAD, N.W.1 
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PROBLEMS OF SALMONELLA FOOD-POISONING 


BY 


Sir WILLIAM SAVAGE, M.D., B.Sc. 


Tables I, Il, and Ill are compiled from the annual 
reports on food-poisoning contained in the Monthly 
Bulletin of the Ministry of Health and the Public 
Health Laboratory Service. Large as are the figures, 
they undoubtedly are not a complete record of all cases 
of food-poisoning. Three important facts stand out 
from these tables: (1) the steady increase in the num- 
ber of recorded cases of food-poisoning ; (2) the over- 
whelming proportion of cases which are ascertained to 
be due to salmonellae ; and (3) the very high propor- 
tion of “sporadic” cases. It is obvious that the most 
important problem in food-poisoning is salmonella out- 
breaks, and their elimination, or at least material reduc- 
tion, would reduce food-poisoning to manageable limits. 
For this reason this paper is limited to this group. 


Taste 1.—Food-poisoning Outbreaks 


Type 1949 1950 1951 1952 1953 1954 
Outbreaks  ..| 410 539 | 343 372 | 492 | 506 
Family outbreaks 265 453 287 340 422 630 
Sporadic cases .. 1,753 2,987 2,717 2,807 4,363 4,880 
Total incidents 2,428 3,979 3,347 3,519 5,277 6,016 

Note.—All cases, single or multiple, are called incidents. and these are 
classified into three groups: ‘* Outbreak,”’ two or more related cases in 
persons in different families; “* Family outbreak,” two or more related cases 


in members of the same family; and ‘* Sporadic case,” a case which was not, 
so far as could be ascertained, related to other cases. 


Tas_e Il.—Total Incidents 


7 

Causation | 1949 | 1950 | 1981 | 1952 | 1953 | 1986 
Salmonellae | 1,369 2,021 1,668 2,098 3,114 3,508 
Staphylococci 97 82 65 82 132 127 
Cl. welchii | 24 20 20 25 48 
Other organisms | RS 43 5 17 6 9 
Chemical 2 0 2 
Not discovered 874 | 1,807 1,587 1,301 2,000 2,322 


Taste Ill.—IJncidents with Causation Determined 


1949 , 1950 | 1951 | 1952 | 1953 | 1954 


Outbreaks and family outbreaks: 
No. of salmonella origin .. | 307 | 467 | 301 | 242 | 532 | 647 
Percentage of ,, ‘ 64-5} 77-1, 734) 69-8) 81-9) 81-5 


Sporadic cases: 
No. of salmonella origin 


1,062 |1,554 [1,367 [1,766 |2,582 [2,861 
Percentage of ,, 98-S| 98-S} 99-5) 99-2) 98-2 


Figures for earlier years are given in the Monthly 
Bulletin for June, 1950. The number of incidents 
reported from 1941 to 1948 are: 1941, 119; 1942, 73; 
1943, 244; 1944, 291 ; 1945, 433 ; 1946, 685 ; 1947, 846; 
and 1948, 804. For these eight years the total was 3,495 
incidents, and 3,193 of these were due to salmonellae 
(91.4%). The total for the whole eight years is con- 
spicuously less than for a single year to-day. 


Still further back, during the period 1921-4, by 
arrangement with the Ministry of Health and the 
Medical Research Council, local health authorities 
throughout the country were offered free examination 
and investigation in my laboratory for all food-poisoning 
outbreaks. Although the number so investigated was 
large, it was quite small compared with the number 
of present-day outbreaks. The enormous increase is 
striking. On the other hand, three factors have influ- 
enced the recognition of outbreaks which in earlier 
years might not have come to light. One is the com- 
pulsory notification of food-poisoning which un- 
doubtedly has supplied information of more outbreaks. 
Secondly, the extensive laboratory facilities now avail- 
able all over the country have greatly increased the utility 
of notification and of scientific investigation. Thirdly, 
these laboratory facilities have also encouraged medi- 
cal officers of health to take more interest in food- 
poisoning. These factors have played an important 
part, but I do not think they have been responsible for 
any large share in closing the enormous gap between, 
say, 20 years ago and to-day. 

The most striking features of Table I are the enorm- 
ous number of “sporadic” cases and their regular 
increase year by year. The laboratory returns give 
very little information on these incidents. Steps have 
been initiated asking for samples of faeces from the 
home contacts, but I am informed that the results are 
not very encouraging. It is unrealistic to suggest that 
these are isolated cases without any connexion with other 
cases, and this is borne out by the only serious effort I 
have come across to investigate them. 

Dr. G. T. Cook, formerly of the Public Health Labora- 
tory Service, at Oxford, now at Guildford, carried out 
some investigations on sporadic salmonella cases and is 
kind enough to allow me to quote his findings. 

He visited 27 sporadic cases, 22 due to Salmonella 
typhi-murium, and made detailed inquiries into possible 
sources of infection. Faecal specimens from contacts 
and, when indicated, samples of food were examined 
bacteriologically. In two of the seven men affected the 
attacks were associated with the consumption of duck 
eggs the day before onset. Another was linked with 
previously unsuspected gastro-enteritis in his daughter 
two days before, who was found to be excreting Salm. 
typhi-murium. Two further cases, apparently unrelated, 
were probably infected from sandwiches shared at work 
and prepared by the mother-in-law of one of the patients, 
a symptomless excreter of Salm. typhi-murium. The 
six women included three infected with Salm. typhi- 
murium who shortly before the attack had tasted, while 
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cooking, a “ mix “ containing raw duck eggs, which may 
have been the source of infection. Nine out of 19 
family contacts of these six women were found to be 
excreting Salm. typhi-murium, though none had had 
symptoms. Among eight cases of children under 5, 
no evidence of source was obtainable, though two house- 
holds had positive family contacts. In another group 
of s_x older children, one had been associated with duck 
eggs and another had probably been infected by his 
mother, a symptomless excreter of salmonellae who had 
recently returned home from nursing a relative with 
gastro-enteritis. 

In all, the households of 40 sporadic cases were in- 
vestigated, and in 23 of these one or more positive 
salmonella contacts were found. Of the 105 home 
contacts examined, 36 were positive for salmonellae, 
though only 6 of these had symptoms of food-poisoning. 

In view of the fact that these were one-man investiga- 
tions by a bacteriologist without the full resources of a 
health department, and that it was usually possible to 
collect only a single sample from each person, the find- 
ings suggest how well worth while really detailed investi- 
gations would be, both in the homes and into possible 
outside sources of infection. 

A feature brought out in Table II is the large pro- 
portion of incidents for which the cause was not ascer- 
tained. Remedies for this unsatisfactory feature are 
discussed below. 


The Salmonella Group 


When I started working on this group around 1905 only 
three distinct serotypes (excluding Salm. typhi) were recog- 
nized. More were separated over the next few years, and 
slowly at first and then more rapidly the number has in- 
creased to just over 300 different serotypes. The group is 
united by cultural and chemical characteristics with some 
variations with special selected agents, but the main distinc- 
tions are founded upon antigenic differences. Still further 
improvements of classification are being obtained by 
bacteriophage typing. The types most commonly met with 
in food-poisoning cases in this country are shown in Table 
IV. The two striking features are the outstanding prevalence 


Taste 1V.—Main Salmonella Types Isolated from Food-poisoning 


Incidents 
6- 
Salmonella Strains 1949 | 1950 | 1951 | 1952 | 1953 | 1954 r 
otal 
Endogenous: 
Typhi-ruurium 1,053 | 1,593 | 1,236 | 1,604 [2,438 | 3,038 | 10,962 
Enteritidis (including 
substrains) $I 145 126 70 $82 
Thompson 82 67 97 90 4 83 503 
Newport 53 | 77 71 40 50 35 324 
Dublin 24 40 23 17 20 is 139 
Cholerae-suis 2 2 3 6 12 i 36 
Bovis-morbificans 13 23 14 6 81 26 163 
Derb 1 7 6 il 10 
Stanley 0 | ! 4 19 4 3 uM 
Exogenous | 
Anatum 8 20 il 10 3%” 20 99 
Montevideo 9 18 23 i2 18 13 93 
Orantenburg 9 i" 6 10 29 6 71 
Bareilly $ | is 25 3 63 
Minnesota 0 4) 03) 50 
Give i 2 ; 17 2 40 
Tennessee 2 13 16 $ 1s 8 | s9 
Endogenous types . those always common in d and Wales. 


Exogenous types = mainly isolated only after 1940. 


of Salm. typhi-murium, constituting 83% of all the strains 
isolated, and the complete absence of Salm. paratyphi B as 
a cause of acute food-poisoning. Both features are also 
shown by the reports for earlier years. 

None of the group is a natural saprophytic inhabitant of 
the intestines of men or animals. I wrote in 1920 (Savage, 


British 
Mepicat JOURNAL 


1920): “These bacilli are not natural inhabitants of the 
animals used for food and not found more frequently than 
can be accounted for on the supposition that their presence 
is due to an actual case of disease or the carrier state after 
infection.” (This was by no means accepted by all in 1920.) 
They are found causing disease in a very wide variety of 
animals and with some evidence of host selection. The 
literature on their distribution is so extensive that only a 
broad sketch of their animal distribution can be attempted. 


Animal Sources 


Birds.—Poultry seem to be the commonest reservoir of 
salmonellae. Ducks are especially significant in relation to 
food-poisoning because salmonella infections may be wide- 
spread on duck farms and the organisms can invade the 
blood stream and oviduct, with infection of the individual 
egg, while from dirty infected egg-shells the organism may 
penetrate the interior of the egg. Smith and Buxton (1951) 
examined faeces from 500 ducks and found 1.2% positive. 
Salmonella infections in fowls are even more common, but 
are much less a source of human food-poisoning, because the 
two commonest strains Salm. pullorum (cause of chick 
diarrhoea) and Salm. gallinarum (cause of fowl typhoid) 
are practically non-pathogenic to man. A whole range of 
other salmonellae have also been isolated from eggs, par- 
ticularly in the U.S.A. Salm. typhi-murium, Salm. thompson, 
and Salm. enteritidis are important strains isolated from hens 
or their eggs. Turkeys also suffer from salmonella infec- 
tions and have been a cause of food-poisoning. Many other 
birds, such as pigeons, geese, and pheasants, may be infected. 

Pigs—Pigs seem to have a considerable liability to 
salmonella infections. Scott (1940), in Great Britain, 
examined batches of mesenteric glands and spleens from 
apparently normal pigs, and in one factory found sal- 
monellae in 23 of 500 pigs and in 18 out of 500 pigs of 
another factory. While nine different strains were isolated, 
the commonest were Salm. cholerae-suis (10), Salm. typhi- 
murium (9), and Salm. thompson (7). In a more recent 
investigation in Great Britain (M.R.C., 1947) salmonellae 
were present in 133 of 1,058 batches of lymph nodes repre- 
senting 5,285 pigs (2.5%). Smith and Buxton (1951) isolated 
salmonellae from faeces from 4 out of 600 apparently 
healthy pigs. 

Cattle.—Although probably less common as a reservoir 
than pigs and birds, cattle are important and illustrate some 
interesting points. Salm. dublin is the main type found, 
but Salm. typhi-murium also occurs, especially in older 
cattle. Full surveys have not been made, but our present 
information suggests large pockets of infection in areas geo- 
graphically far apart. One pocket is in Mid- and West 
Wales, where Field (1948) has carried out extensive studies. 
Salmonellosis was diagnosed on 70 farms during 1946—7, in 
every instance due to Salm. dublin,.except on one farm with 
Salm. typhi-murium. The cattle mortality rate was about 
70%. Another pocket seems to extend over parts of Ireland. 
Ritchie and Clayton (1951), investigating in 1949-50 pre- 
sumed healthy cattle slaughtered at Birkenhead abattoirs, 
found Salm. dublin in 10% of faeces and in 3.4% of bile 
samples from Irish cattle. The corresponding figures for 
non-Irish cattle were 3.7 and 0.5%. Liver swabs from 25 out 
of 202 Irish cattle yielded Salm, dublin, but swabs from 
171 non-Irish cattle yielded none. Smith and Buxton (1951), 
found only three salmonella-positives among 750 samples of 
faeces from cattle in Great Britain; all were Salm. dublin. 
In 1950-2 Murdock and Gordon (1953) isolated Salm 
dublin from 86 (8.6%) North Ireland cattle. In Somerset 
there were 14 outbreaks of Salm. dublin infection in 1947-53. 
and McCall (1953) reported on three human Salm. dublin 
outbreaks in that county, the largest involving 598 children 
infected from school milk. 

Rats and Mice.—Salmonella infections are common in 
both species and many survivors continue as excreters of 
salmonellae. In rats the prevalence varies with the sources 
of these animals. In places where animals are killed, such 
as slaughterhouses, the prevalence may be over 6%, and in 
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Liverpool docks with much food storage Khalil (1938) found 
7.3% harbouring salmonellae, all but four strains being 
Salm. enteritidis or Salm. typhi-murium. 

Cats and Dogs.—Cruickshank and Smith (1949) examined 
500 samples of faeces from apparently healthy dogs and 
found 5 positives, and from 500 apparently healthy cats 7 
were salmonella-positive—3 Salm. typhi-murium, 2 Salm. 
anatum, and one each of Salm. montevideo and Salm. 
paratyphi B. They give particulars of many other investiga- 
tions on cats and dogs with positive findings. Both animals 
not only can carry salmonellae but can suffer from definite 
infections. (This is in accord with findings in a few food- 
poisoning outbreaks.) The authors make the interesting 
calculation, based on dog licences issued, that their findings, 
if a fair sample, represent 20,000 to 30,000 dogs in Great 
Britain excreting salmonellae at any one time. 


Commercially Prepared Egg Mixtures 

Egg mixtures raise problems quite distinct from findings 
from flocks or from single eggs, so are discussed separately. 
The bacteriology of imported U.S.A. spray-dried egg has 
been described in detail (M.R.C., 1947). The powder is 
either prepared from shell eggs or from frozen egg pulp. 
Two facts stand out. One is that the examination of 7,584 
samples revealed salmonella strains in 9.9%. The other is 
that the use of these mixtures in Great Britain resulted 
in the introduction of a large number of salmonella types 
new to this country but present in the U.S.A. and later 
found to be responsible for food-poisoning outbreaks in 
this country. In that M.R.C. report four such outbreaks are 
described, due to the introduced strains Salm. oranienburg, 
Salm. montevideo, Salm. tennessee, and Salm. sundsvall. 

Murdock (1954) during 1951-3 examined liquid egg 
mixtures made up of North Ireland eggs sampled at the stage 
from homogenizer to the receptacle cans. Salmonellae were 
isolated 21 times from batches representing 1,610 hen’s eggs 
(2.1%) and 120 times from 249 batches of duck eggs (48.2%). 
The majority of strains were Salm. typhi-murium. 

A more comprehensive survey (Report, 1955) undertaken 
by members of the Public Health Laboratory Service dealt 
with English egg mixture collected at egg factory stations, 
classified into three groups—fresh untreated mixtures, chilled 
mixtures, and frozen mixtures in cans. When hen eggs were 
used, the first two groups gave 0.3% positive for salmonellae; 
frozen egg mixtures gave 2.0% positive. With duck egg 
mixtures the percentages were respectively 6.1, 0, and 1.7. 

Chinese frozen egg mixtures have been examined by Smith 
and Hobbs (1955). Salmonella strains were isolated from 
27%, of 128 cans examined. The findings varied according 
to types of can: tall 22-Ib. (10-kg.) cans, 5.9% ; 22-Ib. 
(10-kg.) flat cans, 23%; and 44-Ib. (20-kg.), 3% positive. 
The strains isolated were Salm. pullorum, Salm. thompson, 
Salm. aberdeen, and Salm. typhi-murium, but the last was 
found only twice. 

Newell (1955) describes a number of outbreaks and single 
cases associated with Chinese egg mixtures used in bakeries 
for cream cakes. Newell et al. (1955) reported two out- 
breaks, in Worthing and Weymouth areas, of paratyphoid 
fever due to Salm. paratyphi B type 3a in cakes filled with 
imitation cream prepared in two bakeries in which there 
were unopened cases of Chinese frozen whole egg con- 
taminated with the same type 3a Salm. paratyphi B. It is 
suggested that the imitation cream was contaminated in the 
bakeries from the frozen egg. 

This brief summary of the distribution of salmonellae in 
the animal world of Great Britain shows how widespread 
are these reservoirs of salmonellae, and suggests that it is 
here we must look for the origins of the salmonellae in most 
food-poisoning outbreaks. 

In other countries the distribution of salmonellae types 
shows considerable differences, as indeed we find from the 
many foreign types introduced by packaged eggs from the 
U.S.A. Edwards and Bruner (1943) made an analysis of 
3,090 salmonella strains from outbrcaks in man and animals 
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up to 1943 in the U.S.A. and distinguished 59 types. Pigs, 
for example, yielded 27 different types with Salm. cholerae- 
suis (kunzendorf) from 305 outbreaks, 329 cultures, and 28 
human outbreaks. Salm. dublin was only twice isolated 
from cattle, but foxes had a high incidence. Salm. newport 
was often found in fowls and human outbreaks, but rarely 
in swine, while Salm. thompson was almost confined to 
human outbreaks. Salm. bovis-morbificans is rare in the 
U.S.A. and until recently was uncommon in Great Britain, 
but it seems to be fairly widely distributed in Australia. 


Evolution of Salmonella Strains 


The enormous number of distinguishable salmonella 
types, the wide range of animals invaded, and the varying 
types of infections caused form a complex picture. In my 
opinion the problems raised can best be linked, and in part 
explained, by considering them from an evolutionary stand- 
point. As long ago as 1932 I expressed the view that the 
salmonella group is in an evolutionary stage as regards the 
separation of types, selection of animal hosts, and varieties 
of parasitic functions, and later I elaborated this conception 
(Savage, 1940). Salm. typhi-murium is probably nearest to 
the common ancestor, catholic in its distribution and un- 
differentiated in its host selections. Specialism has enabled 
some strains to attain a high measure of host specificity. 
Salm. paratyphi B has become for all practical purposes a 
human invasive parasite causing long-continued infection 
and rarely gastro-intestinal symptoms. It is no longer in- 
vasive to the lower animal by natural infection. Other 
strains with a high degree of host specialization are Salm. 
abortus-ovis for sheep, Salm. gallinarum and Salm. pullorum 
for fowls, and Salm. abortus-equi for horses. Salm. dublin 
is particularly interesting, for it tends to limit itself to 
calves and cattle but so far very incompletely, and this 
characteristic is accompanied by varied patterns of patho- 
logical changes which emphasize its instability. 

These statements are probably in no single instance 
absolute, which is exactly what we should anticipate in 
evolutionary strains. For example, Salm. paratyphi B in a 
very few instances does cause gastro-intestinal symptoms, 
while there is reliable evidence that dogs and possibly pigs 
may occasionally be invaded by this otherwise purely human 
parasite. The general picture of paratyphoid fever is, how- 
ever, very definite, and not a single outbreak of food-poison- 
ing in the long records of the Public Health Laboratory 
Service has been ascribed to Salm. paratyphi B. 

Given suitable conditions for growth, bacteria produce in 
less than a week as many generations as man takes from 
the Bronze Age to the present time, so evolutionary changes 
are to be anticipated with the production of new antigenic 
types better adapted to extend their distribution in animals. 
This extension may very well be taking place, but so far 
the evidence is not conclusive. Evidence concerning the 
evolutionary character of the salmonella group is reinforced 
by comparatively recent work demonstrating that type- 
transformation is possible. Three methods have been suc- 
cessful. One is by growing the organism in antiserum : 
Bruner, for instance, in 1949, succeeded in transforming 
Salm, oranienburg into Salm. montevideo, but was unable to 
reverse the process, 


Factors Necessary for Full Elucidation of Each 
Outbreak of Food-poisoning 


No outbreak can be said to be fully explained unless four 
factors are solved. These are the bacterial or other cause of 
the symptoms, the vehicle responsible for conveying the 
causal agent to man, the reservoir from which the infecting 
organism originated, and the path from the reservoir to the 
infected vehicles. 

Salmonella Infections 
Only salmonellae are under consideration, and their dis- 


tribution has been discussed. It is of interest to study the 
relative presence of the different salmonella types in actual 
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cases of food-poisoning. Those for the last six years avail- 
able are shown in Table IV. The most striking feature is 
the overwhelming prevalence af Salm. typhi-murium, and 
we may associate this with its ubiquity of distribution in the 
animal kingdom. Another interesting point is the fairly 
regular way Salm. enteritidis and Salm. thompson take the 
second and third place, with Salm. newport usually fourth. 
This, I think, is evidence of an association of food-poisoning 
with animal reservoirs. Salm. typhi-murium is of wide 
animal distribution largely impartial in respect of animal 
hosts. Salm. enteritidis is persistently found connected with 
diseased cattle, and is perhaps the most frequently isolated 
strain from emergency-slaughtered cattle in Germany caus- 
ing food-poisoning. It is especially associated with meat as 
a food-poisoning vehicle. 

The primary and prevalent sources of Salm, thompson and 
Salm. newport are still somewhat of a puzzle. Both have 
been found in lymph nodes of pigs; Salm. thompson is a 
common cause of chicken disease in Great Britain (Buxton 
and Gordon, 1947) and is not uncommon in imported eggs. 
It is possible that birds are the primary sources of both 
strains. The origins of the exogenous strains have been 
considered under imported eggs. Naturally some strains 
may be more prominent in particular years owing to special 
outbreaks due to a particular type—such as the rise in 
frequency of Salm. bovis-morbificans in 1953 associated with 
a large outbreak in Lancashire due to meat pies. 


Vehicles 


The main groups were fairly comprehensively worked 
out many years ago, but it is of value to discover if there 
have been material changes over the last 20 years or. so. This 
is done in Table V, but it includes outbreaks due to causes 


Taste V.—Vehicles in Food-poisoning Outbreaks 


Outbreaks Outbreaks 
Vehicle 1919-31° 1951-3+ 
Meat, fresh 8 4 

» somewhat manipulated 47 9? 

» heavily processed 37 
Canned foods 8 14 
Milk and milk products 12 1 
duck 6 45 

ge other ! 12 
Shellfish 2 
Sweetmeats (trifle, ice-cream, cus- Not separately 36 

tard, etc.) recorded | 


* From Savage (1932) 
* From Monthly Bull. Minist. Hith, 1954, 13, 12; and 1955, 14, 34 


other than salmonellae, as the bacterial groups are not 
separated. While only a rough guide, the figures show that 
the vehicles to-day are essentially the same and in very 
much the same proportion as 30 years or so ago, with one 
striking exception—that is, the great increase in eggs as a 
vehicle (partly because of failure to recognize their import- 
ance). This is particularly so for duck eggs. The over- 
whelming importance of manipulated meat food is about 
the same for both periods. There are, however, other dif- 
ferences between the two age periods not brought out in the 
table. One is the much greater safety of canned food to-day ; 
many of the outbreaks now recorded as associated with 
canned foods are due to the infection of such products after 
removal from the can. The present ice-cream regulations 
have greatly increased the safety of this food. Changing 
food habits and commercial practices have resulted in a far 
more extensive consumption of meat foods prepared in 
quantity in works outside the places of consumption, and, 
if specific infection occurs in places where such food is pre- 
pared, resultant outbreaks are usually much more extensive 
than those from the old-time home or shop-made brawn, 
pressed beef, and the like. A good example, described by 
Miller et al. (1955) is the very extensive outbreak of sal- 
monella food-poisoning (Salm. bovis-morbificans) in 1953, 
extending over a large part of West Lancashire and involv- 
ing over 1,149 persons, with 5 deaths. The vehicle was meat 
pies, all made in one bakery but using meat supplied by a 
number of butchers. 
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Another example of widespread salmonella infection from 
meat is the very extensive outbreak in 1953, extending over 
many parts of Sweden (Lundbeck er a/., 1955) due to Salm. 
typhi-murium and involving 8,845 known cases with at least 
90 deaths. The meat was all distributed from one large 
abattoir, the infection probably being introduced by infected 
animals and spreading widely through the abattoir by 
direct transfer, infected faeces playing a large part. 
Examination of carcasses showed Salm. typhi-murium of the 
same phage type in 11.2% of glands and 9.6% of muscles, 
while the pork carcasses yielded even higher percentages. 
Of 360 personnel examined 53 (15%) showed the same 
strain of salmonella, 

An important factor to be considered in relation to the 
vehicle is its suitability for bacterial multiplication. Large 
numbers of salmonellae appear to be necessary to cause 
food-poisoning, and this usually involves multiplication ovt- 
side the human body. Hormaeche and Salsamendi (1936, 
1939) found that human volunteers might ingest as many as 
2,000-4,000 million salmonellae (Salm. typhi-murium) with- 
out any ill effects. 

McCullough and Eisele (1951) carried out a very large 
number of feeding tests with human volunteers, and the 
following findings illustrate the influence both of dosage 
and of strain variations within the same type. 

Salm. meleagridis—Of the three strains used strain III was 
the most virulent, and illness was caused in a minority of cases 
with about 750,000 bacteria; with a 20-million dose of strain I. 
only one out of five was ill, but with a 30-million dose four out 
of six were ill 

Salm. anatum.—With the two most toxic strains doses of 
3,500,000 and 1,250,000 were the lowest to cause symptoms, but 
with the third strain 45,500,000 bacilli merely caused mild il! 
effects and then only in one out of six fed. 

Salm. newvort.—More toxic, but of 16 fed with doses of 
152,000 to 385,000 bacteria only two became ill; with 1,350,000 
three out of six were ill, 

Salm. derby.—No illness until 15,000,000 fed, and then only 
three out of six affected. 

Salm. bareilly.—Dosage 125,000: out of six fed, one ill. Dosage 
695,000: out of six fed, two ill. Dosage 1,170,000: out of six 
fed, four ill. 

Salm. pullorum.—A large number of strains used, but only 
when the dose ranged from 1.3 billion to 10 billion did any illness 
result, and that was slight and brief. 


These findings emphasize the significance of the nutrient 
vehicle and explain a common experience that articles such 
as trifle, part consumed at time of preparation, are usually 
harmless, while next day, if kept under conditions favouring 
multiplication of bacteria, they cause widespread illness. 

This numerical factor explains how frequently sal- 
monella carriers can work on food premises for long 
periods without causing outbreaks if the conditions deny 
opportunities of inoculation of nutritive foods. Thomson 
(1954) has shown that salmonella carriers of typhoid and 
paratyphoid bacilli may excrete enormous numbers of these 
bacilli in their faeces, but I have not found any information 
on whether this applies to carriers of food-poisoning 
salmonella. 


Paths of Infection 


Frequently the most unrewarding part of an investigation 
is tracing the path from the reservoir to the vehicle. The 
following points have to be considered. 

The consumption of meat from a saimonella-infected 
animal, either obviously ill or without noticeable changes 
even to a trained meat inspector. Outbreaks from 
emergency-slaughtered animals used to be fairly com- 
mon in Germany. Food-poisoning bacilli may be trans- 
ferred by animal products, usually milk, the bacilli being 
either derived from cows suffering from a salmonella in- 
fection (usually Salm. dublin) or gaining access from infected 
dung. Infection of the food by salmonella-carrying inter- 
mediaries such as rats, mice, cats, and dogs. The risk is 
materially increased when rats are prevalent in places where 
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food is prepared. Savage and White (1922-3) isolated Salm. 
enteritidis from 6 out of 96 rats from slaughterhouses, and 
Ludlam (1954) found salmonellae in only 4.4% of rats from 
mixed types of premises, but in 6.4% from 94 rats from a 
butcher’s by-products factory. 

Originally sound food in catering premises, shops, or 
homes may be specifically contaminated either directly by 
the incorporation of infected egg mixtures or indirectly by 
such egg mixtures contaminating various food-preparing 
machines or utensils difficult to clean and when unsterilized 
allowing bacterial multiplication, 


Infection from Human Carriers of Salmonella 


This path requires special consideration in view of the 
undue prominence accorded to it by many doctors and par- 
ticularly medical officers of health. An ascertained human 
salmonella carrier amongst the food preparation staff is often 
accepted as the proved source of infection without any real 
evidence. Salmonellae are excreted by man under three 
conditions : (1) during an actual attack of food-poisoning, 
(2) persistence of the bacilli after recovery either for a 
limited time (temporary carriers) or for a prolonged period 
(chronic carriers), or (3) from a symptomless but infected 
person. 

After an attack of salmonella food-poisoning the bacilli 
can readily be isolated from the faeces, but they diminish 
in a fairly orderly sequence for some weeks, after which 
they usually cannot be isolated apart from a minority which 
may persist longer or even become chronic carriers. A few 
examples illustrate this sequence. 

Kwantes (1952), reporting on a Salm. typhi-murium out- 
break in Llanelly in 1949, was able to follow up 112 cases. 
Those faeces-positive in each week were 112 (end of one 
week), 60, 34, 16, 9, 9, 3 (end of nine weeks). The 61 
symptomless excreters were also followed up, and their rate 
of elimination was roughly comparable to that of actual 
cases, with two cases (5.5%) still excreting at the end of 
seven weeks. Lennox et al. (1954), investigating a milk- 
spread Salm. typhi-murium outbreak, found a slow rate of 
clearance from the faeces for three weeks and then a rapid 
and fairly uniform decline each week, leaving only 2 posi- 
tives out of 60 cases at the end of seven weeks, with per- 
sistence of 1 or 2 positives until 18 weeks. 

Miller et al. (1955) investigated the clearance rate of 
563 cases infected with Salm. bovis-morbificans. Only 14 
were still excreting after four to five weeks; these were 
reduced to four after 13 to 14 weeks, and several were still 
positive after 15 weeks. 

A few infected persons undoubtedly become chronic 
carriers, for scattered through the literature are records of 
individuals found positive after one or two years. A per- 
centage figure cannot be given for such chronic carriers, but 
probably it is low and below that for paratyphoid fever 
carriers. Investigations carried out by the Public Health 
Laboratory Service (personal communication) yielded the 
following figures : 

Of 3,303 children under 15 years admitted to hospitals a positive 


2,968 mothers at antenatal clinics 
», 2,467 persons waiting admission to ” mental 

“hos itals ‘ 
» 1,091 adults waiting admission to general hospitals 

(none gastro-intestina! cases) ‘ ” 


In all, out of 9,829 persons examined 24 (0.24%) were 
positive for salmonellae, 14 strains being Salm. typhi- 
murium and 6 other strains being represented. Bearing on 
this point, Armstrong and Allison (1955) examined 200 gall- 
bladders removed after death and 50 cholecystectomy speci- 
mens, and only one was positive (Salm. typhi-murium). 
Salmonella strains probably may persist in the intestine for 
some weeks without systemic invasion, but more permanent 
continuance must be associated with lodgement in internal 
organs such as the spleen or gall-bladder. In this con- 
nexion the experiments of @rskov er al. (1928), and @rskov 
and Moltke (1928) on oral feeding of mice with salmonellae 
are of great interest and support this view. 


Consumption of left-over foods, etc., by staff is common 
in places where food is prepared, and may result in staff 
members being victims in many food-poisoning outbreaks. 
Distinction between a salmonella carrier and an infected 
victim is usually difficult, but it should always be attempted. 
Lines of investigation are the following : (1) Is there any 
history of a previous gastro-intestinal attack ? (2) If the 
person is a real chronic carrier there is a possibility of a 
history of food-poisoning outbreaks at previous places of 
employment. (3) Critical consideration of the connexions 
of the alleged food-handlers with the infected food and 
with opportunities of infecting it. (4) Detailed studies on 
agglutination titres, both H and O,.and particularly their 
fluctuations. 

The fourth line of investigation is of considerable value 
for typhoid and paratyphoid infections, but seems to be of 
limited utility for the food-poisoning salmonella cases. Not 
much recent work appears to have been done on this 
point, but available facts suggest irregular findings for both 
H and O agglutinins. Miller et al. (1955) studied this factor, 
but owing to shortage of time no agglutination observations 
were made until after two months, and then rather less 
than 70°, of actual cases showed evidence of antibody pro- 
duction. 

In their studies of experimental salmonellosis produced by 
feeding different salmonellae to human persons McCullough 
and Eisele (1951) also studied agglutination development 
reached by those who developed illness of food-poisoning 
type; their findings are shown in Table VI. Of their 47 


Tasie VI 
. | No Non- Consider- 
Strain Titre significant able 
Change Rise crease | Increase 
Salm. meleagridis. 16 6 $ 2 
@natum . 16 2 3 3 
newport 5 3 
. derby 3 1 2 
» 5areilly .. 7 4 i 2 


cases, only 16 (34.5%) showed any significant rise in titre. 
Apparently separate O and H reactions were not used. Also 
a number of the infections were quite mild. These estima- 
tions are important enough for them to be regularly made, 
and more detailed study may show that they are more 
helpful than the above figures suggest. 


Measures to Reduce the Incidence of 
Food-poisoning 

We appear to be amassing a great deal of highly useful 
information which pin-points the increase of food-poison- 
ing, throws much light upon the organisms responsible, the 
reservoirs of infection, and the vehicles infected, but is un- 
accompanied by adequate measures of prevention. A good 
deal is being done by health education, by inspection of 
food-producing and catering premises under inadequate 
powers of control, and from technical improvements in 
appliances used in food kitchens and eating-places. All 
this is valuable, but the plain fact is that food-poisoning 
continues to increase, and there is evidence of an expanding 
distribution of salmonella infection in both man and 
animals. 


(1) Detailed Investigation of all Outbreaks to Ascertain More 
Accurately the Extent of the Problem 

Table II shows that for 1953 and 1954 the outbreaks 
for which no cause was found were respectively 2,000 and 
2,322—that is, about 39% of the total reported. This un- 
satisfactory position is commented upon in the Monthly 
Bulletin of December, 1955, and the authors are probably 
correct in their supposition that “most of the outbreaks 
for which no cause was found were small outbreaks re- 
ported so late to the medical officer of health that no 
investigation Was worth carrying out.” 
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Another feature, brought out in Table I, is the enormous 
number of sporadic cases which remain unconnected with 
other cases, in large part probably from faulty co-operation 
on their detailed investigation. For these two failures 
medical practitioners and medical officers of health must 
both share part of the responsibility. Food-poisoning is 
at present notifiable by medical practitioners under the 
Food and Drugs Act, 1938, due to be repealed when the 
Food and Drugs Act, 1955, comes into operation. Food- 
poisoning is difficult to define in legal enactments, but the 
change-over will give the Minister of Health an oppor- 
tunity of revision in the new memorandum which will be 
necessary. One suggestion is the introduction of “ acute ™ 
before food-poisoning (the enteric infections are notifiable 
under another section) and with an implication on prompti- 
tude. Stress should be laid upon the urgency to communi- 
cate at once with the medical officer of health, which is 
hardly sufficiently expressed by the “ forthwith ” in the Act. 

The investigation of a food-poisoning outbreak requires 
experience, and, although inquires by the practitioner con- 
cerned can be most helpful, wider exploration is indicated, 
not only within the family, but into such matters as possible 
infection from food eaten in a catering establishment or 
intimate association with animals. The medical officer of 
health should regard these isolated sporadic cases as prob- 
ably linked to a more extensive outbreak only to be dis- 
covered by personal inquiries on his part, linked with the 
full co-operation of the Public Health Laboratory Service. 
From wide experience I do not consider that routine in- 
quiries by a sanitary inspector alone are adequate, and 
direct medical oversight is needed. 


(2) More Complete Ascertainment of the Animal Reservoir of 
Salmonellae 

We know much about salmonellosis in animals, but are 
still very incompletely informed about their quantitative dis- 
tribution. To extend our knowledge of reservoirs of sal- 
monella strains we need more extensive surveys of animals 
that may possibly be associated with food-poisoning. A 
good illustration is Salm. dublin infections in cattle. As set 
out above, we know of a number of scattered pockets of 
infection, but we do not know its extent in cattle generally 
or if these infections are on the increase. Recent evidence 
that salmonella-infected animal foods may spread the dis- 
ease to healthy animals is a new light on a possible method 
of spread. Combined veterinary and bacteriological studies 
could contribute much to our knowledge of salmonella 
reservoirs. 


(3) Reduction of the Risk of Food Infection from Human 
Carriers of Salmonella 

Chronic human carriers are rare, but with the present 
large number of outbreaks annually there must be at any 
one time a considerable number of people in the com- 
munity who are for limited periods temporary salmonella 
carriers. There is little risk of direct infection to other 
persons, but a real risk that they may infect foods which 
foster rapid bacterial multiplication and so become vehicles 
to spread food-poisoning. These risks occur in places where 
food is manipulated and where food is prepared for con- 
sumption, such as in catering kitchens. 

The use of administrative means to ascertain carriers of 
food infections in catering or food-preparation places is 
admittedly a difficult problem. It is tackled in Section II (1) 
of the Food Hygiene Regulations, 1955; but this takes 
us only a littlke way towards ascertainment and is far 
inferior in potential effectiveness to the corresponding re- 
commendations in the standard code of the Catering Trade 
Working Party. 


(4) Improvement of Standards of Hygiene in Commercial 
Feeding-places 
The Food Hygiene Regulations, 1955, go a long way to- 


wards this aim and are a decided improvement on previous 
enactments. At the same time they have a number of 
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serious defects which limit their effectiveness in controlling 
food-poisoning. The whole regulations cannot be discussed, 
but three adverse features may be mentioned. They are 
charged with indefinite phrases such as “ reasonably prac- 
tical,” “ sufficient,” “suitable and sufficient,” “ adequate,” 
etc., which cannot fail to be interpreted differently by 
individual local authorities, so that anything like uniformity 
of administration is most unlikely. Many local authorities 
will fear to press for necessary requirements lest, if tested 
in the courts, these vague phrases may be interpreted by 
the court against them. The risks of specific infection from 
inadequately cleaned utensils cannot be ignored, but this 
seems to have been done in the Regulations. These do not 
enforce either effective cleaning or sterilization, for “ suitable 
and sufficient sinks” is not enough, and sterilization is not 
ensured by “an adequate supply either of hot and cold 
water or hot water at a suitably controlled temperature.” 
The definite risks of carrying infection from day to day 
from objects so difficult to clean as sausage machines or 
egg mixers are not covered. Particularly unsatisfactory is 
the absence of any requirement for the registration of cater- 
ing establishments of all kinds with the local authority, as 
recommended by the Catering Trade Working Party. Ex- 
perience in connexion with another business (ice-cream 
making) has shown registration to be a most valuable instru- 
ment for the hygienic control of such establishments. There 
is not even a suggestion that every medical officer of health 
should keep a complete register of all catering premises 
in his district, and deal in his annual report with the actions 
taken and results achieved. 

Within the last few years many practical surveys of cater- 
ing establishments have been published, and invariably they 
disclose numerous hygienic defects, many of which facili- 
tate the transference of food-poisoning organisms to food 
on the premises. Many of these defects cannot be put right 
under the new regulations except voluntarily. 


(5) Hygienic Control of Bulk Food Preparation 


It is essential to ensure hygienic control in premises used 
for the bulk preparation of meat foods and those distributed 
in package form. Risks of infection from such foods and 
appropriate measures of control have been considered in 
detail by the Manufacturers Meat Products Working Party. 
They made a number of valuable recommendations, some 
of which are incorporated in the new Food Hygiene Regula- 
tions. Among the Working Party recommendations was 
the registration of such premises. This is incorporated in 
the new Food and Drugs Act, 1955, Section 16, requiring 
the registration with the local authority of premises for 
“the preparation or manufacture of potted, pressed, pickled, 
or preserved food intended for sale.” Registration will be 
very useful, but time is necessary to see to what extent the 
regulations will be tigi ned to ensure adequate hygienic 
premises and practices, It would be helpful to work out 
better bacteriological standards for these premises to assist 
in this control, 


(6) Steps to Reduce Risk of Salmonella Infections from 
Imported Egg Products 

The danger does not arise from unopened shell eggs 
(except from duck eggs from infected farms) but from 
pooled mixtures of shell eggs involving the distribution 
through the mass of any salmonellae present and usually 
also some multiplication of the bacilli. An important 
feature is the unknown (to health authorities) and insidious 
way these infected egg mixtures are distributed all over 
the country and used by bakers and confectioners in cakes 
and confectionery products which subsequently do not re- 
ceive effective heat treatment. A considerable list of salmon- 
ella outbreaks so caused could be compiled. This risk is apt 
to be extended in duration because of the considerable diffi- 
culty in effectively cleansing egg-mixing machines in the 
absence of any regulations requiring their sterilization. The 
spread of salmonella infection may also occur indirectly, 
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for dried-egg mixtures that are unfit are sometimes distri- 
buted to manufacturers of animal foods. The M.R.C. (1947) 
report on spray-dried egg includes an examination in 1944-5 
of the mesenteric lymph nodes of 5,285 pigs from a number 
of abattoirs. As stated earlier, from 133 of these nodes 
salmonella strains were isolated—an incidence of 2.5%. At 
least 10 of the different types isolated were exogenous types 
not previously found in this country, and comprised more 
than half of all the salmonellae isolated. These mixed-egg 
products are a valuable addition to our food supply, but 
this is inadequate to justify their use when infected with 
large numbers of living salmonella organisms. The destruc- 
tion of pathogenic organisms in egg mixtures is difficult 
but by no means insuperable. Presumably these products 
require import licences, which would give power to impose 
reasonable conditions of safety sufficient to remove or at 
least largely reduce these risks. 


Conclusions 


t. After making full allowance for the effects of 
notification of food-poisoning by medical practitioners 
and the greater facilities for bacteriological investigation 
there is clear evidence of a marked increase in food- 
poisoning in Great Britain over the last decade or so, 
an increase which shows no signs of diminution but 
rather of still further increase. Undoubtedly, also, a 
material number of outbreaks remain unreported and 
therefore not investigated. 

2. Owing to the increased laboratory facilities and 
the improved technical procedures now available for 
investigation it is difficult to compare present and past 
experience, but the evidence points to an extension of 
salmonella infections in animals. It is not merely that 
we know more about them; they appear to be more 
extensive. 

3. The increases mentioned in the above two para- 
graphs have in recent years led to a rise in the number 
of persons who, either as symptomless cases or transi- 
tory carriers, are excreting salmonella strains in faeces. 

4. It is suggested that the above three conclusions may 
be associated with evolutionary changes in the make-up 
of the salmonella group. 

5. Five factors seem to be operating in the increase 
in food-poisoning. (a) Changing food habits, taking the 
form of a considerable increase in the number of meals 
eaten outside the home in professional catering-places, 
where defects in hygienic control may affect large num- 
bers of customers. (b) The extension of bulk prepara- 
tion of packaged or other foods under factory conditions 
which inherently increase the risk of contamination with 
salmonellae. (c) The extensive and extending use of 
bulked eggs (consigned to this country frozen or in other 
forms) in confectionery, etc. A large number of hitherto 
unknown salmonella types have been introduced in this 
way into this country. The association of liquid egg 
foods with food-poisoning in Great Britain is clear-cut. 
(d) The extension of the reservoirs of salmonella in 
animals indicated in paragraph 2. (e) The increase in 
human carriers of salmonella organisms (mentioned 
under paragraph 3) supplies opportunities for specific 
infection of foods, particularly under the conditions set 
out in a and b. 

6. The number of single-case salmonella incidents 
yearly is very large and in a material proportion is 
likely to be associated with other cases at present un- 
recognized. It would be helpful if official steps were 
made to define more precisely the cases to be notified 
as food-poisoning and to point out that prompt notifica- 
tion is essential as an aid for investigation. These should 


be supp!emented ay efforts by medical officers of health 
to enlist the help of family doctors in giving prompt 
notification and co-operating in their elucidation. 


7. The problem of the greatly increased and yearly 
increasing toll of food-poisoning may be summed up 
by pointing out that public health action has not kept 
step with the modern revolution in food habits. More 
and more food preparation is escaping from the domestic 
kitchen into the hands of the bulk ¢ommercial manu- 
facturer, whose practices often fall below essential 
hygienic standards. Prepared foods such as meat pies 
are passing from production by the few to production 
on an extensive scale, with an absolute need of much 
higher sanitary standards of safety, which investigation 
of food-poisoning outbreaks shows are often not reached. 
The very machinery necessary in large-scale production 
carries and spreads the risks because of the difficulty of 
effective cleaning and sterilization. Methods compara- 
tively harmless in the domestic kitchen are fraught with 
risk when practised in the communal kitchen. All bulk- 
feeding habits add to the risk, since the few infected 
persons may contaminate inefficiently cleaned food 
utensils and so spread infection. 

We smile at Mrs. Beeton’s direction to “take 12 
eggs,” but Ahe point to us should be that they are single 
eggs and (except for some duck eggs) free from risk. 
but the mixed dry or frozen egg mixtures of to-day 
are far more liable not only to bacterial infection in 
the mixing stages but to distribution of the bacteria 
through the mass, probably with multiplication before 
usage. 

These revolutionary changes in habits, with their 
resultant changes, are not adequately guarded against 
even in the latest control orders. A pathetic faith in 
the value of voluntary education is no adequate substi- 
tute for control based on education and exhortation 
with adequate reserve powers of enforcement should 
the will be lacking to attain to proper hygienic standards. 
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The problems associated with inhaled foreign bodies 
usually receive little attention in the medical curricu- 
lum and in textbooks. This is in contradistinction to 
the ingested foreign body, which is well documented at 
every stage of its journey. The importance of the 
inhaled foreign body is demonstrated by the Registrar- 
General's (1954) statistics for deaths in England and 
Wales from this cause. There were 11 due to inhalation, 
as compared with 29 due to ingestion (Tables I and II). 


Taste I.—Total Deaths from Foreign Bodies in England and 
Wales, 1954 


Trachea, bronchus, and lung 


1 
Digestive tract 29 
Pharynx and larynx 443 
Genito-urinary tract rg 
Ear 1 
Nose 1 


Taste Il.—Ages of 11 Subjects who Died From Inhaled Foreign 
Bodies in Trachea, Bronchi, and Lungs in England and Wales 
in 1954 

Age: | 1s 2s | | -45 ss | 6s | | 


A foreign body may be overlooked in diagnosis for 
many reasons. The highest incidence is in children who 
are too young to give a history (Fig. 1). The typical 

early history of 
l2 choking while eat- 


ing, accompanied 
& by dyspnoea and 
Se cyanosis, or of 
eating while play- 

re) 6 ing and then 
choking, may not 

be known by a 
pf parent when 
3 i further symptoms 
re) develop. This is 


25 #35245 +55 particularly liable 


Fic. 1.—Age incidence of cases. child is on holi- 
day or being 


tended by a baby-sitter when the foreign matter is 
inhaled (Table III, Cases 5 and 12). Again, a patient 
may choke and cough, and think that the object has 
been expelled, whereas in fact it has been inhaled 
from a larger sensitive tube to a smaller insensitive 
one (Case 8). Further, a small metallic foreign body 
may not cause any immediate disturbances, and only 
come to light years later from its pressure effects (Case 2). 
An object may also be inhaled when a patient is asleep, 
under the influence of alcohol, during an epileptic 
seizure, or during anaesthesia (Case 15). The foreign 
body is often thought to have been swallowed and that 
it will be passed by the bowel. Sometimes the early 
history is not known, and the presenting symptoms may 
simulate those of bronchitis, pneumonia, tumour, lung 
abscess, bronchiectasis (Case 6), tuberculosis, or 
empyema (Coope, 1948). 
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Protective Reflexes 

The inhaled object may stimulate the laryngeal mucosa 
and cause adduction of the cords. The patient chokes 
and coughs, and may expel the object. A large object 
which is not dislodged will cause complete obstruction 
of the larynx and death from asphyxia in a few minutes. 

The cough reflex is normally protective for the trachea 
and bronchi, but each cough is preceded by a deep 
inspiration, and at this time, before the burst of explosive 
coughing, the object may be inhaled into the trachea. 
From here the further passage depends on the size and 
sharpness of the object. The tendency is for it to be 
inhaled as far as its size and shape will allow it to go. 

If it is large, it will remain in the trachea, causing 
paroxysms of coughing ; as it moves up and down and 
strikes the glottis from below it makes an “ audible 
slap.” If the movements are forcible in the trachea they 
may be easily perceptible as a “ thud ™ or, if less forcible, 
as a “ flutter” (Jackson and Jackson, 1950). 


A smaller foreign body will pass into the right 
bronchus more commonly than the left, because of the 
larger diameter and the less acute angle at which this 
bronchus leaves the trachea. The posterior segmental 
bronchi are more commonly affected than the anterior. 


Pathology 


The nature of the foreign body determines the degree of 
further reaction. Metallic foreign bodies cause very little 
immediate inflammation, but in the course of time they 
become oxidized and the edge roughens, with consequent 
penetration and pressure. Organic substances such as nuts 
and beans cause an intense inflammation with oedema, 
granulations, and pus due to the contained fatty acids. As 
the material absorbs moisture and swells it progressively 
blocks the lumen of the passage in which it lodges. The 
younger the patient the more dangerous it is. 

A foreign body lodging in a bronchus may occlude it 
either completely or partially. Complete obstruction is 
followed by atelectasis of the portion of the lung supplied 
by that bronchus (Asherson, 1953). Subsequently the inflam- 
matory changes may take the form of pneumonia, 
bronchiectasis, lung abscess, and empyema. Partial 
obstruction may either allow relatively easy passage of air 
in both directions, in which case the later effects are due 
to local inflammation only, or it may take the form of a 
ball-valve obstruction. Air enters the lungs during inspira- 
tion when the bronchus dilates, but cannot pass out in the 
reverse direction during expiration because the bronchial 
mucosa becomes approximated to the sides of the foreign 
body. This results in obstructive emphysema. 

Occasionally, combinations of these features occur. When 
a foreign body causes atelectasis of a lobe the remainder 
of that lung may become “ emphysematous” even though 
it is not directly affected by the object. This is a process 
of “ compensatory emphysema.” 


Diagnosis 


The original accident is often dramatic, accompanied by 
choking, prolonged coughing, cyanosis, and dyspnoea. It 
cannot be overemphasized that such a history should be 
sought repeatedly from parents, guardians, and baby-sitters. 
Occasionally, however, a foreign body is inhaled into a 
distal bronchus without setting up any reflex during its pas- 
sage. The diagnosis of metallic foreign body is easy, for, 
although it may cause few signs apart from those of bronchi- 
tis, it is clearly seen in either a postero-anterior or lateral 
radiograph. The diagnosis of a non-opaque foreign body can 
be made from physical examination. The presence of 
atelectasis will be shown by diminished movement, dullness 
to percussion, decreased air entry, with the trachea and apex 
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beat perhaps displaced to the same side and the diaphragm 
high (Fig. 2). Obstructive emphysema is characterized by 
decreased movement, overexpansion of the affected part of 
the chest, a hyperresonant or tympanitic percussion note, and 
poor breath sounds, except in the early case when air is still 
entering in the inspiratory phase. Clinically this may be 
mistaken for pneumothorax, but tadiographs taken in 
inspiration and expiration are diagnostic. A comparison of 
these two pictures shows the shift of the mediastinum away 
from the affected side on expiration, and the flattened 
diaphragm, with of course some lung markings in the 
emphysematous area (Fig. 3). The contrast in transparency 
of the two sides is not so evident on inspiration, for the 
compensatory increased movement of the sound lung fills 
it so well with air that there may be little difference between 
the translucencies of the two sides. 


2.—Case 4. Postero-anterior chest radiograph: atelectasis 

of left lung, with mediastinum drawn to the same side, high 

diaphragm, crowding of ribs, and ground-glass appearance of 
lung field 


Fic. 3.—Case 8. Postero-anterior chest radiograph: obstructive 
emphysema right lung, with mediastinum to opposite side, 
diaphragm depressed, and greater transradiancy of lung. 
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Differential Diagnosis 


The differential diagnosis may be difficult if the history 
of inhalation is not obtained. Or if it is obtained and a 
foreign body is suspected the signs of laryngo-tracheitis 
per se will simulate those of a foreign body. This happened 
in a case not reported in this series: 

A child went to bed sucking a boiled sweet, and was heard to 
cough and choke later. Although it had signs of laryngeal stridor 
and bronchospasm, there were none of localized obstruction 
radiologically, The child was prepared for bronchoscopy, but 
before the scope was introduced the cords were seen to be 
oedematous. This was thought (and proved) to be sufficient to 
cause the symptoms. The symptoms subsided with nursing in a 
steam tent and the administration of antibiotics, 

Pressure on the bronchi from without, due, for example, 
to enlarged lymph nodes or mediastinal abscess, may give a 
clinical picture similar to that of inhaled foreign body. A 
good example is a foreign body lodged in the oesophagus, 
which may press on the trachea and cause partial obstruction. 

If there is a reasonable likelihood of a non-opaque foreign 
body being in the air passages in a patient suffering from 
bronchiectasis, unresolved pneumonia, lung abscess, or 
obstructive emphysema he should have the benefit of a direct 
inspection of the air passages by an experienced broncho- 
scopist. 

Treatment 


The hope that a foreign body may be coughed up is 
unjustifiable, for this course of events occurs in only 3°, 
of cases (Jackson and Jackson, 1950). The practice of 
inverting the patient and shaking him to displace the object 
is dangerous, for the object may move, become impacted 
in the glottis, and cause suffocation. It is imperative that a 
skilled bronchoscopist should remove the foreign body as 
soon as possible, under anaesthesia administered by a com- 
petent anaesthetist. There is one caution to this rule: if 
a child has had unsuccessful attempts at bronchoscopic 
removal when first seen, and is suffering from laryngeal 
oedema, this should be treated first and time allowed 
for the oedema to subside before another attempt is made 
(Case 3). 

Anaesthesia 


The importance of expertly administered anaesthesia for 
the successful removal of foreign bodies from the respiratory 
tract cannot be overemphasized. As Fig. | shows, the 
majority of our patients were infants and children, in whom 
it is notoriously difficult to administer safely an efficient 
anaesthetic for bronchoscopy. Several of our patients (Cases 
1, 3, 8, 9, 11, and 15) had had previous unsuccessful 
attempts at removal of the object by bronchoscopy, probably 
necessitated by inefficient anaesthesia. Many of them 
suffered from anoxia of varying degree, sometimes with gross 
respiratory obstruction. Anaesthesia must provide the 
bronchoscopist with a tranquil oxygenated patient in whom 
all the tracheal and bronchial reflexes have been eliminated 
so that as much time as is needed can be spent in finding, 
seeing, and removing the foreign body. 

We condemn as unsafe the use of relaxants to obtund 
respiratory tract reflexes in these circumstances. Suppression 
of these reflexes by this means occurs coincidentally with 
respiratory arrest. Unless the surgeon is interrupted con- 
tinually by the need to ventilate the patient, serious and 
possibly fatal oxygen lack follows. We know of deaths that 
have occurred in this way. Surface analgesia with cocaine 
or, if desired, a similar but longer-lasting drug, forms the 
essential basis of the method of anaesthesia which we 
recommend. In adults unconsciousness is rarely indicated. 
Sedation with papaveretum and hyoscine followed by care- 
ful surface analgesia of the pharynx, larynx, and trachea is 
generally adequate. 

Children below the age of 10 years are anaesthetized in a 
manner similar to that which we use for bronchography 
(Mushin and Lake, 1951). They are put to sleep in bed with 
a suitable dose of basal narcotic such as rectal bromethol. 
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| In the theatre, anaesthesia is slowly and carefully induced 
with trichlorethylene and oxygen. When laryngoscopy is ome 3 
possible the cords and pharynx are sprayed with local ‘ 
analgesic, and a further | ml. of solution is injected through ; 
a fine catheter into the trachea. 

Overdose with local analgesics is a possible danger, and = 5 


is avoided by carefully limiting the dose used (Mushin and 

Lake, 1951). Anaesthesia is maintained with a*stream of 

nitrous oxide, oxygen, and trichlorethylene into the side tube 

of the bronchoscope. 
At the end of the operation, and when the bronchoscope 

has been removed, the child is carefully watched in case 

laryngeal spasm occurs. This is liable to happen when the 

operation has lasted longer than expected and the effect of 

the local analgesic is wearing off. Children are not allowed ( 

to leave the operating theatre until free respiration is 

present. 


r 


Fic. 4.—Photograph of two instruments used for removing 
foreign bodies from bronchus. (Made by Thackrays from 


Bronchoscopy German model by H. Pfau.) 


Bronchoscopic removal of foreign bodies in children is 
specially hazardous. The patient usually has a degree of When the object has been grasped the forceps and the ' 
laryngospasm and bronchospasm, and if these become ronchoscope are removed simultaneously in a smooth 
extreme during the procedure the bronchoscope must be Motion, so that the object will not be dropped at the point 


immediately withdrawn as the first step in overcoming it. Where it may catch the cords, the epiglottis, and the back 4 
Needless to say, manipulations must be gentle. Because Of the tongue. Repeated attempts at removal of fragile ; 
objects—for example, nuts—may be necessary, and 


a small instrument is necessary, the grasping of the foreign 
body in children is always “ blind ”—not an easy accom- 
plishment with an elusive object. The risk of dropping an 
object on which a tenuous hold is maintained is considerable: 


occasionally smaller pieces may be removed with a sucker 
Sharp objects whose points are uppermost should be mani 
pulated so that the sharp end is protected in the beak of 
the seriousness of this accident might be imagined if an the bronchoscope ; with safety-pins the point is drawn into 
object is being removed from an atelectatic lung and it drops the scope ‘und the “keeper” may safely trail (Fig. 5). 

into the opposite main bronchus. For this reason the table After removal, an x-ray film is taken on the table, and if 
should be kept tilted in a slight Trendelenburg position, and all the materiai has come away the film will show a dramatic 
a portable x-ray machine should be available in the theatre. improvement in any previous obstructive emphysema or 
The instruments which have been used routinely are shown atelectasis. If there is still some slight evidence of retention 
in Fig. 4. of fragments the patient is encouraged to cough before 


TaBLe IIl.—Summary of Cases 


Case | Age in| Duration of History | X-ray Findings 

0. | Years Sex Symptoms | and Examination Findings at Bronchoscopy Comment 
i 12 | M 8 days Inhaled dresemaker’ $ pin which he Pin deeply placed Attempt to remove it broncho- Right thoracotomy, attempt to 
had in mouth while watching an in basal seg- scopically elsewhere failed remove pin by bronchotomy 
aeroplane ment R.L.L in spite of using magnet and at basal stem bronchus 
(Fig. 6) obtaining “ radiological ~ failed; pin then pushed ou: 

contact with pin through visceral pleura 
| 2 2s F !2 months | Frequent chest colds with mucoid | Open safety-pin | Pin in R.L.M.B., surrounded | Cough subsided in one week 


R.M.B.(Fig.5)| by granulation tissue. Re- 


sputum Consequently recalled | 
moved easily, keeper trailing | 
| 


} } swallowing or inhaling safety-pin | 
at a party |7 years previously | 


Two attempts at bronchosco- | 


| 3 ik M 9 days | Definite history of inhaling foreign | Atelectasis of First bronchoscopy delayed 2 
: | | body. Previous bronchoscopy at | basal segments | pic removal, the second | days after admission and 
|} another hospital unsuccessful.Con-| R.L.I successful in extracting | second one for 5 days 
siderable laryngeal stridor T | granite chip from R.M.B. | Nursed in steam tent 
| 101° F. (38-3° C.); P. 130; R. 36 
: 4 8 F 2s | “Swallowed"” nut while running Atelectasis and | Part of nut and shell removed low expansion apical segmen 
Coughed and spluttered. Pain in| consolidation | from L.M.B. Mucopus dis- L.L.; but complete ir 
| | upper abdomen on coughing and | left lung (Fig tal to this aspirated | 7 days 
| | spontaneously O.E., cyanosis. | 2) 
| | Atelectasis left lung; T. 100° F 
| (37-8° C.); P. 140; R. 30 | 
s 4 F | 24 hours While eating raw carrot, choked, | Slight obstructive | Piece of carrot removed from | | te diaphragm regained nor 
| became dyspnocic and wheezy emphysemaleft| L.L.L.B. mal! position, but the medias- 
| (history obtained from “sitter” lung. Cervico- tinum did not (owing to q 
| | one day later). O.E., cyanosed and dorsal scoliosis scoliosis). Asymptomatic 
| | very dyspnoeic. Obstructive em- convexity to 6 days : 
| physema. Left lung. T. 99° F./ right 
|} (372° C.); P. 140; R. 30 | 
6 il F | 7 years Pneumonia; no complications. Re- | Bronchiectasis | No evidence of foreign body. | Right lower lobectomy. Privet 
| current haemoptyses and wheezing | R.L.L. Slight narrowing middle leaves found in L.L.B. Had 
| from age 4 | lobe orifice been seen with them in her 
. 4 F wee Severe bouts of coughing and vomit- | Screw in right Screw removed with difficulty, | Good recovery 
ing. Sputum purulent. Treated | bronchus. — } owing to bronchospasm, 
for “pneumonia” with some ectasis from R.L.L.B. 
improvement L L. 
Ss 3 M 6 week wate eating peanuts, choked, went | Obstructive Several! pieces of nut removed | Complete recovery in 12 days 
ue, and was gasping for breath emphysema | from R.L.L. and pus aspir- 
| Father “ coughed " him and colour | none lung (Fig. | ated 
improved but wheeze persisted. | 3) i 
Bronchoscopy 9 days later at 
| another hospital —fragments of nut 
removed from R.L.L.B. Initial 
| improvement, then relapse with 
wheeze and stridor, pyrexia, and 
purulent sputum 


| 
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TaBLe Ill—Summary of Cases—Contd. 


Bilateral rhonchi 


instrumentation recovered 2 


plete recovery 


Case lage in| Duration of| History X-ray Findings 
No. | Year| Sex Symptoms A, and Examination | Findings at Bronchoscopy Comment 
9 g 19 F 2 months | Aspirated piece of coconut. Violent Consolidation Right basal " stem bronchus | Intensive physiotherapy, pos- 
cough for 10 minutes, then pain | lateral basal appeared stenosed, owing tural drainage, and anti- 
| lower chest on inspiration and segment, R.L.L. to granulation tissue; some biotics — -— ~~ im- 
| tightness. Three previous broncho- pus provement. 
scopies elsewhere, when pus and | normal | month later 
inflamed mucosa only seen | 
10 3 M 5 days While eating peanuts, fell. Bout of | Obstructive Mucosa of L.M.B. di I di x-ray film showed 
| coughing and constant wheeze. emphysema left tous. No foreign body seen mediastinum central and 
Obstructive emphysema left lung. lung at first, but gentle blind emphysema cleared. 


4 | 49 | M/ 6 
| 
| | 
| | 
| 
| 
1s 9 F 2 
16 6 FP 3 months 


| 3 weeks 
17 6 M 6 days 


18 j111/12) M 3 weeks 


19 1 M 1 day 


20 13 F 3 hours 
21 14} F 5 weeks 
22 1 M 2 « 


23: |11/12| M 1 week 


7 hours 


6 weeks 


Swallowed peanut. 


Coughed and 
developed wheeze. Attempts at 
disposal by holding him upside 
down and shaking, and suction 
with endotracheal catheter unsuc- 
cessful 


On holiday with grandmother swal- 


lowed peanuts, choked and 
coughed. History not known till 
searching inquiry. Became fever- 
ish. Given tablets prescribed by 
chemist. Later penicillin course. 
Finally, breathing distressed and 
cyanosed. O.E., cyanosis, left chest 
hyperresonant. Aijr entry absent. 
T. 99° F. (37-2° C.); P. 140; R. 50 


Inhaled drawing-pin which had been 


held in mouth; followed by chok- 
ing and pain in right upper chest on 
coughing. T. 106° F. (37-8° C.); 
P. 96; 


> 


| 9 teeth extracted under inhalation 


anaesthesia. Swallowed” last 
tooth. On recovery coughed for 
1S minutes, dyspnoeic, chest 
wheezy and tight. Pain right lower 
chest, worse with breathing. Spu- 
tum stained. O.E., orthopnoeic, 
slight cyanosis, expiratory wheeze, 
A.E. and V.R., 
R.L 


3 molar teeth extracted under general 


anaesthesia. Immediate dyspnoea 
and vomiting. Attempted removal 
at another hospital, but lost when 
being withdrawn. (Slipped from 
right to left side.) T. 100° FP. 
(37-8° C.); P. 136; R. 26 


Inhaledtooth. Choked and coughed. | 


Malaise 


Rigors 


Choked on peanut. Chronic bron- 


chitis. Coughing and febrile since. 
T. 100° F. (37-8° C.), signs of con- 
solidation R.L.L. and rhonchi 
diffusely 


Choked while eating mouthful of 


peanuts. Intermittent cough and 
wheezing. O.E., diffuse rhonchi, 
hyperresonance, and absent air 
entry, right lower zone 


Swallowed piece of bath sponge. 


Expiratory wheeze on exertion. T. 
100° F. (37-8° C.); P. 166; R. 46 


Swallowed almond. 


Coughed and became blue. Cough 
and wheeze since. O.E., wheeze; 
decreased air entry right chest 
anteriorly, rales posteriorly 
Eating app le and choked. 
occasional! co’ and wheeze o 
exertion. O.E., T. 98° F. 
P. 140; R. 24 2 
Choking and cyanosis, while eating 
omelette. Later developed wheeze. 
a lower after penicillin 
course but wheeze remained. 
102° F. (38-9° C.) 


Inhaled walnut while on bus. Choked 
and became blue. Intermittent 
cough since. O.E., obstructive 
emphysema right lung 


Choked on liquorice alfsert. Cough 
and wheeze. O 


E., generalized 


rhonchi. Decreased air entry R. Sodlied 


Accidentally inhaled small safety: 


pin. No abnormal sign: 


| 


Collapse R.L.L. 
and obstructive 
emphysema 


Obstructive 


emphysema left 
lung 
| 


Obstructive 
emphysema left 
lung 


Molar tooth in 
R.M.B. with 
consolidation 
lateral subsegs. 
of ant. and 


R.L.L., and 
and 
pneumoconiosi: 


Tooth in L.M.B. 
Obstructive 
emphysema 


L.U.L. atelecta- 
sis and emphy- 
sema, L.L.L. 


Patchy atelectasis | 
R.L.L. 


Obstructive 
emphysema 
R.L.L. 


Atelectasis L.L.L. 
with obstruc- 
tive emphysema 
L.U.L. 

Atelectasis R.L.L. 


Triangular piece 
of shell impac- 
ted in upper 
trachea 


Atelectasis middle! 
lobe and ob- 
structive em- 
physema R.L.L. 

Obstructive 
emphysema 
R.L.L. 


Open pin, 
up, in R.L.L.B. 
Basa! mottling 


sizable fragments of nut 

Half shell and several frag- 
ments of nut removed from 
R.M.B. 


Nut removed from L.M.B. 
with difficulty due to severe 
bronchospasm requiring re- 
a of scope and reinser- 
tion 


| Pin removed by — edge 
t 


of head (not stem) 
dropped in the pharynx and 


recovered by direct laryngo- | 


scopy 
Tooth in R.M.B. removed 
easily 


Removed from L.M.B.; was 
dropped during extraction. 
X-ray film revealed position 
on right side and successful 
removal 


Excessive granulation tissue 
in L.M.B. prevented ade- 
quate view through infants’ 


scope and tooth not removed 


Peanut removed from R.L.L. 


Nut removed from R.L.M.B. 


Carina obscured by sponge; 
which obstructed L.M.B. 


Fragmented foreign body 
R.M.B., white nut and 
brown skin. Much oedema 
of mucosa 


Piece of apple size of florin 
removed from L.M.B. 


Difficult anaesthesia and in- 
strumentation. Cords oede- 
matous. Piece of shell 
removed through glottis and 
several pieces removed on 
sucker tip. More pieces 
removed through broncho- 


scope 

Piece of walnut removed from 
R.L.M.B. at level of middle 
lobe orifice 


No foreign body found. Mod- 
erate amount of purulent 
secretions aspirated from 
lower lobes 


Pin below M.L. orifice, with 
int embedded in mucosa. 
veral at removal 


Mild laryngotracheitis for 24 
hours, then normal 


Immediate improvement in 
general condition and air 
entry left lung, then some 
deterioration. Bulk of 
foreign body thought to have 
been removed; nursed in 

| Steam tent and recovered 

| completely in 7 days 


Some lary Istridor. Recov- 
ery in 


Complete recovery in 3 weeks 


Cords a little oedematous 
Good recovery 


Postural drainage and physio- 
therapy ; x-ray film before 
thoracotomy and broncho- 
tomy 5 days later showed 
tooth in 

y 
removal, was coughed > 
and swallowed 

Readmitted a month later with 
consolidation t. 
seg. R.L.L. 
scopy, but no foreign bod: 
seen. Cleared with anti- 
biotics 

Good recovery 


Recovered 4 days 


Some signs of laryngeal stridor 
immediately; one hour later 
extreme cyanosis and uncon- 
sciousness required tracheo- 
tomy. Tube removed 10 
days; recovered in | month 


Recovery 2 weeks 


Normal! x-ray film following 
bronchoscopy. In retrospect, 
liquorice had dissolved after 
inhalation, causing imme- 
diate intense inflammation 

Thoracotomy and 
tomy. of 
below apical RL : 
It was gra ‘and at pia 
gradually removed by 
straightening it out. Un- 
eventful recovery 


| 

| 
F 
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leaving the table: a useful trick in the case of children is to 
blow cigarette smoke over the patient's face. 

After bronchoscopy all these patients are treated on return 
to bed with postural drainage, physiotherapy, and a suitable 
antibiotic. If removal of a foreign body has failed owing 
to its impaction in granulation tissue the patient is sent back 
to bed and treated in the same way as the others. This may 
allow the oedema to subside and permit a better view at 
the next attempt. Occasionally a small object which has 
been loosened by 
attempts to grasp 
it will be coughed 
up (Case 16). Small 
children should be 
nursed in a steam 
tent, and a close 
watch maintained 
for signs of laryn- 
geal obstruction, in 
which case a 
tracheotomy may 
be indicated (Case 
22). 

A foreign body 
which has not been 
successfully 
removed via_ the 
natural passages 
should be removed 
at thoracotomy by 
Fic. 5.—Case 2. Postero-anterior chest 
radiograph. Open safety-pin in right 6 and Case 25). If 

main bronchus. this aggressive 
course is not fol- 
lowed, irreversible 
ae| changes will take 
place and lung 
parenchyma will 
subsequently be 
sacrificed (Case 6). 
The removal of 
metallic objects by 
magnets appears 
attractive in theory, 
but in practice has 
disadvantages 
(Jackson and Jack- 
son, 1950). It is 
not possible to 
know beforehand 
whether an object 
will be magnetic 
unless an identical 
one produced 
for testing. Iron, 
steel, and cobalt 
are not always 
magnetic, and the 
magnetism of alloys depends on the amount of heat re- 
ceived during the processing. Furthermore, the power of 
a magnet is inversely proportional to the square of the 
distance from its object, and, while intervening tissues do 
not impair magnetism per se, their presence makes contact 
difficult. On the whole. metallic objects in main bronchi 
are more easily removed by direct methods, and in deeply 
placed situations will usually require bronchotomy. 


Fic. 6.—Case |. Postero-anterior chest 
radiograph. Pin in posterior basal seg- 
ment of right lower lobe. 


Prevention 


Loose teeth in an anaesthetized patient should always be 
carefully watched. Children should not be allowed to eat 
nuts until they have a full set of teeth, or, if they are, the 
nuts should be finely ground. Small objects such as pins, 
buttons, and coins should not be left within an infant's 
reach. A parent should not set a bad example for a child 
by holding tacks and pins in the mouth. Children should 
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not be allowed to play while eating, or eat too quickly with- 
out proper mastication. The adage is still true that if 
nothing except food was put in the mouth the inhalation 
of a foreign body would be a rare accident. 


Summary 

Experience has been gained with 25 cases of inhaled 
foreign body, mostly in children. The early history of 
an inhaled foreign body is often missed ; the later results 
may simulate almost any chest disease. The diagnosis 
is made from the history and the presence on clinical ex- 
amination of atelectasis or obstructive emphysema, and 
from chest radiography. The importance of early 
removal of the foreign body by a team consisting of an 
experienced bronchoscopist and an experienced anaes- 
thetist is stressed. The essential part of the anaesthetic is 
surface analgesia of the trachea and bronchi. If removal 
by bronchoscopy fails, thoracotomy and bronchotomy 
is justified, with the sacrifice of any destroyed lung. 
The majority of inhalation accidents may be prevented : 
nuts should not be given to young children who have no 
molars, small objects must be kept out of an infant's 
reach, and care should be taken with loose teeth in an 
anaesthetized patient. 

We should like to thank Mr. Dillwyn Thomas, consultant 
thoracic surgeon, Welsh Regional Hospital Board, under whose 
care these patients were admitted, for his stimulation, criticism, 
and interest in this study. Mr. W. P. Cleland has kindly given 
permission to publish Case 25. We are grateful to Mrs. B 
Marshall for photography, Miss Juliet Hilary-Jones for secretarial 
assistance, and Mr. K. Hillard for drawing Fig. |. 
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TRACHEOSTOMY, AND MANAGEMENT 
OF THE UNCONSCIOUS PATIENT 


BY 
JOHN ANDREW, M.B., F.R.C.S. 


Senior Registrar, Department of Neurological Surgery, 
St. Bartholomew's Hospital, London 


In recent years the indications for tracheostomy have 
been extended to include the management of tetanus, 
respiratory paralysis, and the unconscious patient. This 
simple operation has gained a highly valued place in 
neurosurgical practice, where the problem of maintain- 
ing a clear airway in comatose patients is often 
encountered. In the last four years in the Department 
of Neurological Surgery of St. Bartholomew's Hospital 
16 tracheostomies have been performed. Selected cases 
are reported to illustrate the varying indications for the 
procedure. The mechanism whereby the normal gaseous 
exchange in the lungs is interfered with in these cases 
is discussed. The technique for ensuring adequate 
pulmonary ventilation and a satisfactory intracranial 
circulation in unconscious patients is also described. 


Technique of Tracheostomy 


It must be emphasized that so far as is possible this 
operation should be carried out as an elective procedure. 
It may be satisfactorily performed under local 
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analgesia, and this is particularly desirable if conscious- 
ness and breathing are depressed. It may be carried out 
with the patient in bed. If necessary, oxygen may be 
administered through a face-mask. Good illumination is 
essential, and the aid of an assistant is desirable. The 
neck must be held straight and extended as far as 
possible. A vertical midline incision is made, beginning 
at the cricoid cartilage and extending downwards for 
1 in. (2.5 cm.). If desired a transverse incision can be 
used, but the subsequent more difficult dissection may 
outweigh the slight cosmetic superiority of the scar 
when the tube is removed. If the deep cervical fascia is 
incised strictly in the midline troublesome bleeding is 
avoided. The sternohyoid and sternothyroid muscles are 
separated by blunt dissection and held apart. A high 
tracheostomy has the advantage that the trachea is more 
superficially placed, and that there is less danger of the 
tracheostomy tube enteringa main bronchus. As damage 
to the first ring may result in tracheal stenosis at a later 
date the thyroid isthmus must be retracted downwards or 
divided. In the latter case it must be divided after the 
application of artery forceps, as there may be bleeding 
from anastomotic branches of the superior thyroid 
arteries. 

The incision into the trachea is made at the level of 
the second or third ring, and if a large tube is to be 
used it will be necessary to excise a small segment of the 
anterior part of the tracheal wall. A very large tube 
should be avoided, as there is a greater risk of trauma 
to the tracheal mucosa. The inner tube must be of such 
diameter that it will not be occluded by the passage 
of a No. 3 or 4 (English) Jaques catheter for suction 
purposes. It is undesirable to allow a large negative 
pulmonary pressure to occur during this manceuvre for 
reasons that are given later. It has been found that 
tracheostomy tubes of sizes between Nos. 28 and 32 have 
been satisfactory. If there is a likelihood of the patient 
retaining mucoid secretions in the nasopharynx on 
account of dysphagia or unconsciousness, or should he 
be liable to vomit, then a cuffed tracheostomy tube will 
be advantageous, as it will prevent aspiration of these 
fluids. Penicillin powder may be dusted into the wound, 
which is not sutured; it is covered by a tulle grass 
dressing. 


Maintenance of an Unobstructed Respiratory Tract 
After Tracheostomy 


Suction.—The use of a mechanical suction apparatus 
is essential in order to remove secretions from the 
trachea and bronchi. A selection of sterile fine rubber 
(Jaques) catheters should be available. It is important 
to avoid the introduction of pathogenic organisms into 
the bronchial tree. Additional perforations near the end 
of the catheter will reduce the risk of trauma to the 
mucosa by small segments of this being drawn into the 
catheter. Lubrication is supplied by sterile water or a 
non-greasy jelly. The frequency of suction is gauged by 
the speed with which secretions are formed. This may 
be judged by whether breathing is noisy or by ausculta- 
tion of the chest. If the mucus is very viscid and difficult 
to remove a detergent such as “ alevaire,” administered 
by a fine nebulizer, will make it more watery and easier 
to remove. If there is an established bronchitis or 
bronchopneumonia, resulting in cyanosis, oxygen may 
be given either in a tent or through a catheter placed in 
the tracheostomy tube. 
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Pinelilthinteeees the patient should be turned from 
side to side every hour in the early days of the tracheo- 
stomy, as it is at this time that the secretions are most 
rapidly formed. Percussion of the chest will help to 
dislodge mucus retained in more peripheral bronchi, and 
areas of reduced air entry will indicate the site for this 
treatment. 


Complications of Tracheostomy 


A formidable number of complications have been 
reported by several authors. Davis er al. (1953) mention 
haemorrhage, pneumothorax, and mediastinal emphy- 
sema. Perforation of the oesophagus has also been 
noted. None of these complications occurred in the 
present series. Tracheal stenosis from damage to the 
first ring must be borne in mind, and might be the cause 
for the voice alteration in Case 6 (see below). Crampton- 
Smith (1955) has emphasized that the introduction of a 
tube into the trachea, particularly if it is made of rubber, 
may result in a purulent bronchitis, which in turn may 
cause obstruction of the bronchi. On the other hand, 
the management of a severe chest infection in a coma- 
tose patient is easier after the establishment of a 
tracheostomy. Brattstrém (1954) believes that acute pul- 
monary oedema may be precipitated by suction through 
a tracheostomy. He thinks that a high negative pressure 
may develop during this procedure and overcome the 
normal bronchoconstrictor control over the pulmonary 
alveolar pressure: a sudden lowering of the alveolar 
tension may cause a serous transudation into the 
alveoli. 


Indications for Tracheal Intubation or Tracheostomy 


An unobstructed airway may be maintained in comatose 
patients by posture—that is, by placing the patient on his 
side in a horizontal position to prevent the tongue falling 
back ; secretions in the mouth and pharynx may be re- 
moved by suction. If desired, a Magill airway may be 
inserted into the mouth. For reasons given below, in neuro- 
surgical practice it is often desirable to keep the patient's 
head and chest raised. This posture will serve to reduce 
cerebral congestion and to facilitate a freer respiratory ex- 
cursion. If coma persists from intracranial causes, and 
there is difficulty in keeping the airway clear, endotracheal 
intubation with a rubber tube may be carried out. This has 
two disadvantages. Firstly, the tube should not be left in 
position longer than 24 hours for fear of damaging the 
vocal cords. Secondly, the passage of a fine catheter down 
the tube for suction may be difficult. 

In the series of cases given below the main indications 
for tracheostomy were : (a) Coma persisting more than 24 
hours, when frequent suction was required to remove 
secretions from the pharynx and trachea, Cases of severe 
head injury frequently come into this group: when this 
occurs tracheostomy has been reported by Echols (1949) 
to be of value; (+) Difficulty in performing tracheal in- 
tubation. (c) The development of a lower respiratory infec- 
tion in stuporous patients. In connexion with this indication 
Pitman and Wilson (1955) have advocated tracheostomy in 
the treatment of acute chest infections in chronic bronchitis. 
(d) Shallow respiration. The total volume of air may become 


Groups of Cases Requiring Tracheostomy 
Cases 
1. Coma due to acutely raised intracranial pressure 3 
2. Coma persisting or recurring in spite of relief of raised intracranial 
ressure 
a Com following operations in close ¢ relation to the brain stem 
4. Miscellaneous 
(a) Lesion of cervicalcord 
(6) Combined head and chest injuries 
(c) Subarachnoid haemorrhage 
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dangerously low. By halving the dead space tracheostomy 
may give a relatively greater tidal volume (Pitman and 
Wilson, 1955; Mushin, 1955). 


The patients requiring tracheostomy are classified into 
four different groups according to the varying circumstances 
indicating necessity for this operation (see Table). An 
additional indication—namely, respiratory paralysis from a 
cervical cord lesion—is included in this group. 


Case Reports 


As already stated, the cases have been grouped to em- 
phasize the differing circumstances, whereby respiration may 
be depressed and consciousness a!tered, and when tracheo- 
stomy has been required. Tracheal intubation through the 
mouth or nose was either impracticable for reasons given 
in the histories or contraindicated because of the time the 
tube would have remained in place. Illustrative cases are 
given from each group. 


Group 1 
In the first group there were three patients whose respir- 
ation became depressed and obstructed as a result of brain- 
stem embarrassment from acutely raised intracranial pres- 
sure. Tracheostomy was carried out in the hope of im- 
proving the patient’s condition by establishing a clear air- 
way, and thus rendering him more fit for the surgical pro- 
cedure required to relieve the intracranial hypertension. 

Two cases are briefly reported. 


Case 1.—A married woman aged 50 had been suffering from 
headache for four months. In addition she had a troublesome 
smoker's cough with purulent sputum. Two nights before ad- 
mission she took phenobarbitone sodium 1 gr. (65 mg.); the next 
morning she could not be roused. On transfer to the neuro- 
surgical department she was stuporous, her face was congested. 
and she was cyanosed; the respiratory rate was 20 a minute. 
Breathing was stertorous, and was obstructed by secretions in 
the pharynx and trachea; frequent suction was required. The 
pulse volume was poor and its rate was 120 a minute. Cerebral 
angiography indicated a right frontal meningioma. A tracheo- 
stomy was performed; there was a slight but immediate im- 
provement in the level of consciousness, the cyanosis and con- 
gestion disappeared, and the pulse became slower and of better 
volume. The patient had been given a more favourable chance 
of surviving a major operation, Six hours later a craniotomy 
was performed and the tumour excised. Subsequent recovery was 
also facilitated, as suction through the tracheostomy tube prob- 
ably prevented the development of a severe pulmonary infection 
from retained mucopurulent secretions. 

Case 2.—A married woman aged 42 had had two episodes of 
spontaneous intracranial haemorrhage complicated by a right- 
sided hemiparesis and deep stupor in the previous six days. 
Carotid angiography revealed an aneurysm on the left middle 
cerebral artery. This was exposed by craniotomy and the 
aneurysmal neck occluded. Two days later the patient became 
progressively more comatose, with slow and stertorous breathing. 
Frequent suction of secretions from the pharynx was required. 


Because it was thought that this state might persist, a tracheo* 


stomy was performed. Respirations at once became quieter and 
there was an improvement in the peripheral circulation. The 
cranial wound was explored and an extremely oedematous frontal 
lobe herniated through the dural opening. There was no 
haematoma, so an internal decompression was performed by ex- 
cising the frontal lobe. The patient failed to respond to these 
measures and died the following day from cerebral oedema, which 
was unrelieved by an internal decompression or by the injection 
of intravenous hypertonic solutions. 


Group 2 


In this group of five patients coma persisted or recurred 
in spite of surgical relief of raised intracranial pressure. 


Case 3.—A man aged 23 sustained injuries to his head and 
face which resulted in a fissured fracture of the cranial vault and 
a compound fracture of the mandible. He was concussed, but 
after a lucid interval in hospital he developed evidence of cerebral 
compression and became rapidly comatose. The prompt evacua- 
tion of an extradural haematoma was followed by a partial return 
of consciousness The next day his respirations became 
stertorous and obstructed, and he was cyanosed and showed signs 
of peripheral vascular failure. Secretions rapidly accumulated in 
the pharynx and trachea in spite of frequent suction, and his 
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level of consciousness deteriorated. The mandibular injury made 
suction difficult. After performing a tracheostomy there was an 
immediate lightening of the coma and improvement in the 
peripheral circulation; he made an uninterrupted recovery. 

Case 4.—In spite of the evacuation of a post-operative extra- 
dural haematoma, this patient, a man aged 30, remained deeply 
unconscious the next day. His breathing was stertorous and his 
pulse rate 120 a minute. Lumbar puncture revealed evidence of 
a pressure cone, as the pressure was only 80 mm. of water and 
there was no rise on jugular compression. The cone was reduced 
by an intrathecal saline injection ; afterwards there was an im- 
mediate improvement in consciousness. He then coughed more 
often and more vigorously, and required frequent suction to clear 
his nasopharynx, as swallowing was defective. Three hours later 
his respirations became increasingly obstructed from acute 
laryngeal oedema and an attempted tracheal intubation failed ; 
an immediate tracheostomy was performed. At once there was a 
further improvement of consciousness; the tube was removed six 
days later, after he had made a speedy recovery. 

Case 5—A man aged 31, while convalescent from a mastoid 
operation, became increasingly drowsy and was transferred to 
the department in coma. A temporal lobe abscess was tapped, 
but, as little improvement followed, it was excised the mext day. 
Over the next few days he developed a purulent bronchitis, which 
was later complicated by a basal pneumonia. Clearance of his 
airway became increasingly difficult and his level of consciousness 
and general condition began to deteriorate. Tracheostomy was 
performed six days later, and this was followed by a definite 
improvement in consciousness. His subsequent progress was 
slow because of the prolonged intracranial hypertension. 


There were two further cases which were similarly im- 
proved after tracheostomy. 


Group 3 
The third group comprised five patients in whom surgical 
procedures were performed in close proximity to the brain 
stem. Consciousness was depressed for variable periods, 
and in addition there was impairment of coughing, swallow- 
ing, and respiration. 


Case 6.—A boy aged 5 was admitted to hospital with a history 
of headache, sickness, and unsteadiness of gait for 12 months. 
Ventriculography indicated a cerebellar tumour. At operation 
a cystic astrocytoma was found in the antero-superior portion of 
the vermis: the tumour had herniated through the tentorial open- 
ing to compress the posterior aspect of the mid-brain. The day 
following this operation the patient had not recovered conscious- 
ness, and maintenance of the airway became increasingly difficult 
because of the tongue falling back and secretions accumulating 
in the pharynx and trachea. There was an accompanying early 
failure of peripheral circulation. Tracheostomy and endotracheal 
suction was followed by an improvement in peripheral circulation. 
Consciousness began to return within an hour. The patient then 
made good progress, although as a later complicaticn there is 
some voice alteration. It is possible that the first tracheal ring 
was damaged. 

Case 7.—A woman aged 51 had a large acoustic neurinoma 
which, among other disabilities, occasioned dysphagia and 
dysarthria. Removal of the tumour revealed that the pons had 

en severely distorted. The procedure was followed by pro- 
longed unconsciousness and by peripheral vascular collapse, 
which was aggravated by respiratory obstruction from an 
accumulation of excessive secretions in the pharynx. She de- 
veloped bronchopneumonia. Tracheostomy on the fourth post- 
operative day tided her over, and she gradually recovered con- 
sciousness and the pneumonia resolved. The brain stem had 
been severely embarrassed, however, and she died from decubitus 
three months later. 


There were four more patients in this group in whom 
consciousness was slow to return after operation and whose 
condition deteriorated as a result of respiratory obstruction 
and depression. Tracheostomy made it possible for two of 
them to recover, but in the remaining two cases the opera- 
tion was performed as a terminal measure. Necropsy 
findings here revealed only minimal pulmonary oedema. 


Group 4 
Case 8: Cervical Cord Lesion—A married woman aged 57 
developed a spastic tetraparesis due to spinal cord compression 
at the second cervical segment. A laminectomy was performed 
and a meningioma was excised from this level. This procedure 
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was followed by an early return of power to her limbs. The 
patient's breathing remained shallow and diaphragmatic, however, 
and she could only cough weakly. She was given breathing 
exercises; her lung bases were cleared by postural drainage. 
Over the next 10 days she became increasingly cyanosed, 
dyspnoeic, and drowsy. Some improvement followed intermittent 
tracheal intubation and oxygen therapy, but the peripheral 
circulation began to fail, and breathing became moist. Tracheo- 
stomy was carried out terminally. Post-mortem examination of 
the lungs revealed collapse of both lower lobes and severe pul- 
monary oedema of the upper lobes. The main bronchi and 
trachea contained only a little fluid. 

Case 9: Combined Head and Chest Injuries—A man aged 61 
sustained a fissured fracture of his sku and four broken ribs 
on the right side. He was transferred to the neurosurgical de- 
partment on account of increasing coma following a lucid 
interval. Exploration of the right middle cranial fossa was 
carried out and an extradural haematoma was evacuated. A 
splint was applied over the fractured ribs, where there was para- 
doxical movement with respiration. The next day he was con- 
scious enough to complain of severe chest pain, and this pre- 
vented him from coughing adequately, and caused him to breathe 
shallowly. He retained an increasing amount of secretion in his 
bronchi and became progressively mere cyanosed and stuporous. 
There was a speedy improvement after establishing a clear airway 
with a tracheostomy, and his subsequent recovery was uneventtul. 

Case 10: Subarachnoid Haemorrhage.—-A man aged 21 had 
two subarachnoid haemorrhages within the space of five days. 
A general anaesthetic was required for carotid angiography, and 
after this he developed stridor and was unable to cough ade- 
quately. A fine lubricated catheter was passed between his vocal 
cords and the secretions were aspirated. This was followed by 
increasing stridor and cyanosis due to acute laryngeal oedema. 
Consciousness deteriorated. Endotracheal intubation failed be- 
cause of the laryngeal oedema; tracheostomy became urgently 
necessary, and after its performance consciousness began to re- 
turn, the peripheral circulation improved, and the cyanosis disap- 
peared. The patient then continued to improve, but he subse- 
quently died suddenly from a third intracranial haemorrhage. 

These histories demonstrate that tracheostomy was life- 
saving in 9 of the 16 cases in which it was performed. Of 
the seven patients who died, three underwent the operation 
in a final attempt to save life. In Case 8 it should have 
been performed at least three days earlier and supplemented 
by intermittent positive-pressure respiration. The other 
three patients who subsequently died were temporarily bene- 
fited by the procedure, but their deaths were inevitable 
owing to the nature and severity of the intracranial lesions, 
and were not precipitated by tracheostomy. 


Discussion 


Unconsciousness is frequently accompanied by respiratory 
depression, and there is often a single pathological process 
responsible for the two stages. A lesion in the medulla 
oblongata or pons, from whatever cause, may readily alter 
or depress respiration and give rise to coma by interfering 
with the function of the reticular formation. As a result 
of coma the tongue falls back as the lower jaw sags, and 
respiration may become obstructed as well as depressed. 
Additional factors in the development of obstruction are 
the accumulation of vomitus, blood, and secretions in the 
mouth and pharynx. The more severe the obstruction the 
more stertorous will be the breathing. 

Stertor—At this stage it will_be of interest to consider 
the mechanism of stertor. In this condition breathing is 
noisy and reminiscent of loud snoring. Inspiration is 
laboured and accompanied by obvious contraction of the 
accessory muscles of respiration, and the cheeks are in- 
drawn. Expiration is slower and probably incomplete on 
account of the obstruction. This results in the chest being 
held in a state of expansion. The face appears to be con- 
gested and the neck veins to be engorged. The noisy 
breathing may be due to two causes. The first is that mucus 
lying on the vocal cords may cause them to vibrate, 
as movement of the mucus occurs during the respiratory 
excursion. The second is that the tongue may be in close 
contact with the soft palate, and a number of rapid “ make 
and break” contacts between these two structures will con- 
tribute to the noise. 
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Factors in Respiratory Obstruction 


_ The factors giving rise to obstructed or depressed respira- 

tions, and leading to inadequate blood oxygenation and 
carbon dioxide excretion in unconscious patients, appear 
to fall into two categories—namely, sudden loss of con- 
sciousness and prolonged coma. 

1. Sudden Loss of Consciousness.—-The causes of coma 
of sudden onset that are relevant to the present discussion 
include head injury, cerebrovascular accidents, and pressure 
cones from acutely raised intracranial pressure. Respiration 
may be stertorous. When unobstructed respiration has been 
difficult to maintain by posture and by an airway inserted 
in the mouth, and the coma has been of severe degree, an 
endotracheal tube has been passed with the aid of a 
laryngoscope. A striking feature in these cases has been 
that, whereas in the nose, mouth, and pharynx there has 
been only a small quantity of saliva, the larynx and upper 
end of the trachea have been filled with white frothy ten- 
acious fluid. The laryngeal mucosa has appeared con- 
gested. The source of this fluid is of interest. Aspirated 
saliva might be one source. When the mouth and pharynx 
have appeared relatively dry, and laryngoscopy performed 
within a very few minutes of the onset of coma has shown 
its presence, then it would appear that some other explana- 
tion is required. 

In a recent case of sudden loss of consciousness in a 
previously fully alert patient suffering from a tumour of 
the fourth ventricle, active steps were taken at once to 
prevent aspiration of saliva until the trachea was intubated. 
Death followed shortly after this. Post-mortem examina- 
tion revealed frothy white mucus filling the bronchial tree. 
Similar post-mortem findings have been demonstrated in two 
cases in the present series. Altschule (1954) lists acute cere- 
bral lesions among the causes of pulmonary oedema. In the 
cases under consideration the lungs were not oedematous 
and were well aerated. The fluid was contained in the 
bronchi. Two possible explanations for this accumulation 
of fluid present themselves. The first is that there 


‘is a reflex secretion from tracheo-bronchial mucous glands, 


of central or brain-stem origin. The presence of subarach- 
noid blood in the posterior fossa of cats has been found 
to result in mucus secretions in the bronchial tree (J. C. 
Seymour, 1956, personal communication). Cameron (1948) 
has found that placing human thrombin and fibrin in the 
fourth ventricle of rabbits causes secretions to collect in the 
trachea and bronchi, although he attributes this to pul- 
monary oedema. An alternative explanation is that an 
abnormally high negative intrathoracic pressure in the in- 
spiratory phase of obstructed respiration causes the ducts 
of these glands to discharge their secretions into the trachea 
and bronchi. 

2. Prolonged Coma.—-The morbid processes whereby in- 
sufficient pulmonary ventilation leads to hypoxia and hyper- 
capnia in cases of prolonged unconsciousness are more 
complex than in the former group. Again there are the two 
primary factors of respiratory depression and obstruction. 
Additional factors are the loss of the cough and swallowing 
reflexes, and the accumulation of saliva in the mouth and 
pharynx, and, finally, pulmonary oedema. 

Obstruction of breathing is again brought about by the 
tongue falling back. Over a long period of time there is a 
greater risk of aspiration.of saliva, particularly as the swal- 
lowing reflex is often lost. The secretion of mucus into the 
trachea becomes less obvious and is masked by aspirated 
saliva and by the frequent development of a broncho- 
pulmonary infection with the production of a copious muco- 
purulent sputum. The inability to cough adequately causes 
these fluids to be retained in the bronchi. The high nega- 
tive pressure occasioned by obstructed breathing during the 
inspiratory phase may cause the more peripheral bronchi to 
become blocked. Areas of segmental pulmonary collapse 
ensue, and the ground is prepared for a severe pulmonary 
infection. In the presence of shallow breathing the tidal 
volume becomes dangerously lowered. The oxygen tension 
in the alveolar air falls, and the carbon dioxide tension rises. 
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It becomes apparent that the blood oxygen must fall and 
the blood carbon dioxide rise. After a period of respiratory 
stimulation, if these changes pass beyond a certain level 
then respiration will become depressed. 

The effect of a poor respiratory excursion and obstructed 
respiration upon the circulation will initially be an inade- 
quate venous return to the right side of the heart. This 
will cause a raised systemic venous pressure, and a particu- 
larly serious aspect will be cerebral venous congestion and 
perhaps cerebral oedema. Either the primary intracranial 
lesion may be accentuated or recovery from it delayed. It 
has been shown by White er al. (1942) that hypoxia in- 
creases cerebral intercellular fluid, and that hypercapnia 
causes cerebral venous congestion. These factors may in- 
hibit brain-stem function, and by the further depression of 
respiration a vicious circle becomes established. 


Pulmonary Oedema 


Altschule (1954) and Hayward (1955) have pointed out 
that anoxia increases capillary permeability, and may cause 
pulmonary oedema. Another possible cause for this con- 
dition in cerebral cases is an abnormally high negative intra- 
thoracic pressure accompanying the inspiratory phase when 
breathing in obstructed. When respiration is obstructed the 
pressure in the pulmonary veins and capillaries may be 
greater than the osmotic pressure of the blood ; transuda- 
tion may then occur into the pulmonary interstitial tissue 
and alveoli. This fluid may have a high protein content 
and, further, draw fluid from the blood into the alveoli. 

In the present series gross pulmonary oedema was found 
at post-mortem examination only when coma was pro- 
longed, In Case 8, a woman suffering from a high cervical 
cord lesion, respiration was shallow for a number of days, 
and the cough reflex was inadequate to clear her bronchi 
of retained secretions. Coma gradually developed, presum- 
ably from long-continued hypoxia. 

From the foregoing observations it becomes clear that, 
in addition to maintaining a clear airway during coma, it is 
essential to ensure that there is a satisfactory respiratory 
excursion. This is necessary not only to prevent circulatory 
failure but also to provide for adequate gaseous exchange 
in the lungs. In certain cases intermittent positive-pressure 
respiration will be of help. 

The position of the unconscious patient may tend further 
to diminish respiratory excursion and increase cerebral 
venous congestion. It is a common practice to keep the 
patient horizontal or even tilted head downwards to en- 
courage secretions to drain from the lungs into the mouth. 
from which they can be removed by suction. Some authors 
believe that it is wrong to elevate the head and shoulders 
if the coughing mechanism is defective, for fear this posi- 
tion will increase pulmonary hypostasis and embarrass 
respiration still further. Elevation of the head and 
shoulders, however, has the merit of allowing a greater 
respiratory excursion, encouraging the ‘feturn of blood to 
the right side of the heart from the head, and reducing 
cerebral venous congestion. It would be unwise to adopt 
this position in acute head injuries, which are often com- 
plicated by bleeding into the nasopharynx or mouth and 
by vomiting ; there is a real danger of these fluids being 
aspirated. Shock would be another contraindication. Ele- 
vation of the head and shoulders becomes indicated in the 
group of cases with prolonged coma when these complica- 
tions are often absent. 

It is rare that the cough reflex is completely lost. If a 
tracheostomy has been established, the aspiration of secre- 
tions may be prevented by a cuffed tube. Mechanical 
suction, which will stimulate coughing as well, will be a 
more efficient means of clearing the bronchial tree than the 
physiologically disadvantageous position of lowering the 
head below the heart level. 


Summary 
The importance of maintaining a clear airway in 
comatose patients is again stressed. When consciousness 
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is suddenly lost this may be achieved by placing the 
patient in a horizontal position and inserting a Magill 
airway into the mouth. If this is inadequate the trachea 
may be intubated through the mouth or nose. 

If coma is prolonged there is usually a coincidental 
depression of respiration and of the coughing and 
swallowing mechanisms. Secretions may be aspirated 
and retained in the smaller bronchi. The blood oxygen 
tension falls and carbon dioxide tension rises. Secondary 
circulatory changes occur, and these may lead to cerebral 
venous congestion and oedema, and to pulmonary 
oedema. Tracheostomy is of value in these cases, as it 
halves the dead space air and allows for ease in the 
mechanical suction of the trachea and bronchi. A cuffed 
tube is advantageous in preventing the aspiration of 
secretion from the pharynx. The raising of the head and 
shoulders allows a fuller respiratory excursion by reduc- 
ing the weight of the abdominal contents on the 
diaphragm. Venous return to the heart is thereby 
improved ; the danger of cerebral venous congestion is 
reduced. 

The source of the fluid accumulations in the lungs is 
discussed. When consciousness is suddenly lost from 
acute intracranial lesions it is believed that the fluid is 
secreted by the tracheo-bronchial mucous glands. The 
possible mechanisms for this are discussed. When coma 
is prolonged the fluid is thought to be due to the same 
secretions, but additional factors are the development of 
a purulent broncho-pulmonary infection and, termi- 
nally, pulmonary oedema. 

It is emphasized that in cases of coma tracheostomy 
should be an elective procedure, and its performance 
should not be delayed until the patient has become 
cyanosed or has begun to develop peripheral circulatory 
failure. Selected case histories are described from a 
series of 16 patients in whom this operation was 
performed. 


I thank Mr. J. E. A. O'Connell for his advice during the 
preparation of this paper, and Dr. J. C. Seymour for permission 
to quote from his unpublished material. 
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It is accepted that the sickle-cell gene can cause early 
death if it is inherited in the homozygous state, yet in 
spite of this constant depletion it still exists at remark- 
ably high frequencies in tropical Africa. Several 
attempts have been made to explain this. Neel (1953) 
gives a review of population dynamics in this connexion, 
and Edington and Lehmann (1956) trace the opinions 
that led up to Allison's (1954a, 1954b) formulations of 
the two hypotheses that at present hold the field. Firstly, 
Allison postulated greater fitness of sickle-cell heterozy- 
gotes (AS) as compared with normal homozygotes (AA) 
in respect of malaria, a higher death rate amongst the 
latter balancing the loss of S genes by deaths from sickle- 
cell anaemia. Secondly, he deduced from his own 
observations, and from reports in the literature, that 
about 25% of sickle-cell homozygotes (SS) survived and 
procreated. Each of these explanations raises problems 
that are briefly outlined below. 


Differential Malarial Morbidity 


The questions whether malarial infection is less easy to 
establish in sicklers as originally claimed by Allison (1954a), 
and whether malarial parasitaemia is less common in them 
than in non-sicklers, have been investigated by several 
workers. The evidence, some of which is contradictory, has 
been recently reviewed (British Medical Journal, 1955; 
Edington and Lehmann, 1956). In our opinion there is no 
reason to believe that the mere establishment of a 
P. falciparum infection is any more difficult in a sickling 
subject than in a normal person. 

But from a genetic point of view these matters are of neg- 
ligible importance. The crucial question is whether more 
non-sickling than sickling children die, directly or indirectly, 
from malaria. A relatively. lower direct mortality from 
malaria in sickling children has recently been demonstrated 
(Raper, 1956), thus establishing that malaria is quite capable 
of acting as a selective agent. However, there has been a 
reluctance to believe that its effect could be powerful enough 
to account for the maintenance of some of the highest 
sickling rates observed. 

For example, if the sickling gene (S) had no lethal effect, a 
population showing 36% of the phenotype S can be cal- 
culated to consist of 4% of the genotype SS, 32% of the 
genotype AS, and 64% of normal persons of genotype AA. 
One-fifth of the S genes are therefore carried by the sickle- 
cell homozygotes. If the latter were all to die defore re- 
producing, the original S gene frequency could be restored 
only by the removal of one-fifth of the A genes, none from 
the heterozygotes, but all from the normal homozygotes. 
This would mean the death of 25% of the normal homozy- 
gotes from the selective agent alone. It has been difficult 
to imagine how malaria could account for this, especially 
when the total deaths may only slightly exceed this figure. 
We shall show below that the above calculation does not 
take account of all the facts ; but we note here that it has 
contributed to the need for the second hypothesis, the 
survival of a proportion of the SS homozygotes. 
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Survival of Sickle-cell Homozygotes 


There is no reliable information concerning how far the 
survival of sickling homozygotes contributes to the main- 
tenance of high frequencies of the gene. It is difficult to 
accept statements asserting their survival to adult life unless 
the claim is supported by analysis of the haemoglobin. This 
criterion has become important since the recognition of 
haemolytic syndromes caused by the inheritance of certain 
other genes together with that for sickling, where both are in 
the heterozygous state ; for such syndromes are generally 
compatible with longer life than is sickle-cell anaemia. For 
example, in West Africa sickle-cell-haemoglobin C disease 
(SC) in adults is not uncommon. 

Only two published investigations refer to adult homozy- 
igous sicklers in Africa, and support the claim by haemo- 
globin analysis ; those by Allison (1954b) and Edington and 
Lehmann (1955a). The latter found, in two healthy adults, 
a composition of haemoglobin indistinguishable from that 
seen in sickle-cell anaemia. Subsequent family studies 
showed, however, that these persons were in fact heterozy- 
gous for the sickling gene, and that they carried a thalas- 
saemia (or thalassaemia-like) gene which suppressed the for- 
mation of haemoglobin A to such an extent that it could no 
longer be revealed by electrophoresis (Edington and Leh- 
mann, 1955b). Allison’s two examples showed “significant 
amounts of haemoglobin F together with more than 50%, 
haemoglobin S,” and he at that time reasonably accepted 
them as homozygotes ; but in view of Edington and Leh- 
mann’s later experience his claim cannot be accepted as 
proved. 

Nevertheless we thought it unlikely that every sickle-cell 
homozygote in Africa should necessarily exhibit a severe 
form of the disease, and die prematurely. In Uganda we 
have observed adolescents and young adults suffering from 
sickle-cell anaemia of no great severity, in whose cases 
haematological, chemical, and genetic studies were consistent 
with the view that they were homozygotes. But we have no 
knowledge of what proportion of such people succeed in 
reproducing and contribute to the stock of S genes in the 
next generation. 

To obtain more evidence on these subjects we decided to 
examine a population showing a very high incidence of the 
sickling gene. The Baamba tribe shows the highest sickling 
rate in Uganda, and for this reason was chosen. Of this 
tribe it had been stated that “the incidence of sickling among 
the pygmoid Baamba is 45%, ; this percentage must include 
homozygotes” (Lehmann, 1951). Even if only 25% of 
homozygotes survived to adult life there would still remain 
a good numerical chance of discovering them. Finally, if 
it could be shown that the survival of homozygotes made no 
contribution to the high sickling rate we should be able to 
observe the effect of any selective agent at its most intense. 


The Baamba Tribe 


The Baamba live in a region bounded on the south-east 
by the spurs of the Ruwenzori range, and on the north and 
north-west by the Semiliki river and its tributaries. The 
altitude is around 2,500 feet (760 metres). Baamba is a 
largely forested country, and the dense vegetation near the 
river is continuous with the Ituri forest in the Belgian Congo 
to the west. The people living here were effectively isolated 
by forest and mountain until 1938, when the completion of 
a mountain road from Fort Portal connected Bwamba with 
the rest of Uganda. 

The Baamba consist of two linguistically different groups. 
The Babulibuli speak a language allied to some spoken in 
the neighbouring Congo ; it is claimed that they have always 
occupied Bwamba, and were certainly there when the other 
group, the Babwizi, began to invade the country peacefully 
from the east, perhaps under pressure from more advanced 
pastoral peoples. For our present purposes, we may regard 
the two groups as having fused, over several centuries, 
into a fairly homogeneous tribe in a fixed habitat. The 
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neighbours of this tribe are the Bakonjo, who lead a separ- 
ate existence on the mountain slopes above Bwamba ; and in 
the forest are scattered groups of pygmies. Doubtless the 
Baamba miscegenate with both, but only to a very small 
extent. 


Procedure 


Blood was obtained by finger-prick from 623 Baamba. 
Each sample was distributed as follows: One drop was 
mixed immediately on a slide with a broth culture of Bact. 
coli, covered, and inspected for sickling after one to four 
hours (method of Singer and Robin, 1948). On another 
slide thick and thin blood films were made, except in the 
case of some of the adult subjects. The thick films were 
stained by Field’s rapid method, and the thin films were 
fixed in alcohol for future reference. Finally, several drops 
of blood were collected in a small test-tube to be available 
for electrophoresis later in the day. 

In all cases where the sickle-cell test proved positive, and 
in addition in about half of the negative samples, the 
haemoglobin was examined by paper electrophoresis. The 
method of Smith and Conley (1953) was used, electricity 
bemg provided by dry batteries. 

Random samples were obtained by examining out-patients 
attending the Government Dispensary, catechumens attend- 
ing a mission, and schoolchildren at a mission school near 
Bundibugyo, the main centre of population. People from 
a wide area came to these institutions. In this way we 
obtained samples of blood from 574 persons, 490 of them 
over the age of 5 years.. To obtain more children we col- 
lected at two localities in*the field, realizing that we should 
not obtain true random samples by this means. In fact, in 
one place the sickling rate was considerably higher, and in 
the other considerably lower, than that of the people ex- 
amined at random 

In all cases location, name, sex, and, where applicable, 
family relationship were recorded. If the age was not 
known, a near estimate was made. In 463 instances we 
asked whether the people belonged to the Bwizi or Bulibuli 
section of the Baamba. It may be stated here that there 
was no apparent difference in sickling rate between the two. 


Results 
1. Sickling Rate 


Table I summarizes our findings in subjects of different 
ages and at different localities. 


Tame I 
Age Group Locality Total Examined Sicklers 
Adults | Dispensary 162 
(15 years and over) || School and mission 117 | 47 
Children (| Dispensary 20 
(S to 14 years) < | School and mission 191 72 
In the field 13 s 
Infants Dispensary | x4 20 
(Under S$ years) In the field % | 16 
Total 


To arrive at a sickling rate for the adult population based 
on a random sample, certain data have to be excluded : 
(a) all children under 5 years, because among them it is 
assumed that equilibrium has not been reached : (hb) those 
collected in the field, because the subjects consisted of 
families ; and (c) the first-degree relations of any one subject 

mostly the children of mothers at the dispensary. 

Having excluded these groups, we were left with 277 
adults, of whom 102 were sicklers, and 201 children aged 
$ to 14, of whom 75 were sicklers ; a total of 478 subjects 
with a sickling rate of 37.0%. 

Two previous estimates of the sickling rate of the Baamba 
have been made. These had drawn their subjects from 
similar sources ; Lehmann and Raper (1949) found 63 sicklers 
amongst 140 subjects (45%), and Allison (1954c) found 86 
amongst 220 (39.1%). Calculation of \’ shows that each of 
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these three samples might, with a probability of more than 
0.1, have been drawn from populations of identical sickling 
rate. For the purposes of calculation below, the three 
series have been added, giving an incidence of 39°, (38.9%). 


2. Electrophoretic Analysis 

Altogether 435 blood samples, including those from all 
the 227 sicklers, were examined by paper electrophoresis. No 
variants of adult haemoglobin other than haemoglobin S 
were found 

Of the 227 sicklers, 223 were shown to possess both 
haemoglobin A and haemoglobin S, hence they were sickle- 
cell heterozygotes. These included all the adults and 
children, and all but four of the infants. In two sickling 
babies, aged 2 and 4 weeks respectively, no resolution of the 
haemoglobin was seen; a single spot was present in the 
position of foetal haemoglobin, indicating that the propor- 
tion of any other haemoglobin present was too small to 
allow it to be revealed by electrophoresis. Such a finding 
is quite usual in babies if there is a high proportion of foetal 
haemoglobin, and it is only at a later age, when the foetal 
haemoglobin has fallen, that the composition of the adult 
fraction of the haemoglobin can be determined. It is impos- 
sible to say whether these two babies were homozygotes or 
heterozygotes. In two instances (Cases 571 and 605, aged 
respectively 14 and 18 months) electrophoresis revealed only 
one component with the mebility of haemoglobin S. We 
concluded that these children were homozygous for the 
sickling gene. At the time of examination, neither had shown 
any clinical signs suggesting the diagnosis of sickle-cell 
anaemia. Examination of their thick and thin blood films 
gave the following results : 

Case 571.—Thick film: Scanty P. falciparum, including gameto- 
cytes. Thin film: No leucocytosis; erythrocytes showed mild 
anisocytosis and a slight degree of polychromasia, a few macro- 
cytes, no normoblasts. These findings needed no other explana- 
tion than the malaria which was present, and we cannot therefore 
conclude that this child was suffering from sickle-cell anaemia at 
the time of examination. 

Case 605.—Thick film: No parasites. Thin film: There was a 
fully developed leuco-erythroblastic picture—numerous normo- 
blasts and many irreversibly sickled erythrocytes were seen. There 
could be no doubt that this represented sickle-cell anaemia. 

As we have pointed out above, analysis of the haemo- 
globin cannot prove beyond doubt that a subject is homozy- 
gous for the sickling gene. However, we did not think it 
necessary to test our diagnosis in these cases by family 
studies, as we should have done if the subjects had been 
adults. 


3. Malaria 


It is known that Bwamba is a highly malarious 
district. Its entomology and climate have been intensively 
studied by the staff of the Yellow Fever Institute of the 
Rockefeller Foundation ; we are indebted to Dr. A. J. Had- 
dow for the information that malarial transmission occurs 
throughout the year. We examined thick blood films from 
166 children and 186 adults. The only species found were 
P. falciparum and P. malariae. The crude malarial incidence 
at different ages is given in Table II, and will be seen to be 
characteristic of a hyperendemic area. 


Taste Il.—Jncidence of Malaria (All Species) at Various Ages in 


wamba 
Years: | 3 | | 35 $10 | 10-15 | 154 
Total cases 30 | 22 | 25 | 38 | 22 | 29 | 16 
Malaria! 6 | 3 | 9 | 2 18 6 9 
= 
Malariarate .. | $3% | 60% | 76% | 73% | 81% | 21% | 5% 


A large proportion of this high incidence, however, was 
due to P. malariae. Taking all ages, the incidence of 
P. falciparum was 15% and of P. malariae 13%. In the 77 
children under the age of 2 years (before the acquisition of 
immunity is well advanced) P. falciparum was present in 
32.5% and P. malariae in 35°. But malarial transmission 
was probably less than the average for Bwamba at the time 
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of our study, which was just before ihe “long rains,” and 
examination at such a time would tend to minimize 
especially the falciparum infection rate. 


Discussion 
Adult Sickle-celi Homozygotes 


The sickling rate in Bwamba is 39%. If we assume for 
the moment that the previous generation had contained no 
sickling homozygotes, and had consisted of 39%, heterozy- 
gotes and 61°, normal homozygotes, the present generation 
must have contained at birth 3.8%, sickling homozygotes. If 
only 25°, of these survived to adult life, and if at the same 
time sufficient normal homozygotes died to restore the 
sickling rate to 39%, it can be calculated that the incidence 
of sickling homozygotes would become 0.98%. But this per- 
centage would be exceeded if, instead of our original 
assumption, the previous generation had also contained 25% 
of adult homozygotes. Thus our random sample of 478 
adults should have contained at the very least five sickling 
homozygotes. Surprisingly, none were found. From the 
Table for Poisson distribution of Pearson and Hartley (1954) 
an observed value O corresponds to an expected value 
between 0 and 3.69, with probability (confidence coefficient) 
0.95, and to an expected value between 0 and 5.30 with 
probability 0.99. A survival rate of 25% of homozygotes is 
thus unlikely, and we conclude that the survival of sickle- 
cell homozygotes plays no significant part in the main- 
tenance of the high sickling rate in the Baamba. 


Balanced Polymorphism 

Having established that selection against sickle-cell 
homozygotes is virtually complete, we can calculate the 
degree of selection against the normal homozygotes neces- 
sary to maintain a stable sickling rate of 39°. An adult 
population consisting of 61° normal homozygotes and 39%, 
heterozygotes will give rise in the following generation to 
one consisting at birth of : normal homozygotes, 64.8% ; 
heterozygotes, 31.4% ; sickle-cell homozygotes, 3.8%. The 
death of all the last-named involves the loss of 7.6 S genes 
out of 39, or 19.5% of all the S genes. A counterbalancing 
loss of 19.5% of the A genes, through the death of normal 
homozygotes only, would involve the death of 24.2% of 
the latter. From this it can be calculated that the “ fitness 
of the normal homozygotes compared with the heterozygotes 
is 1:1.32. This ratio, however, is one which merely ex- 
presses the relative viability of these two elements of the 
populatéon, or the final genetic equilibrium between them 
at the end of the process of selection that occurs between 
the moment of conception and the time of procreation. It 
gives no information concerning precisely how or when the 
equilibrium is brought about, and some further analysis of 
this is necessary. 

We have no reason to believe that any selection operates 
in respect of mating, fertility, or foetal viability, and can 
assume that selection occurs between birth and reproductive 
age. It is postulated that the main reason why the normal 


homozygotes are less viable than the heterozygotes is that . 


the former are more likely to die from falciparum malaria. 
But this may not be the only factor. Quite possibly the 
balance is a complex of several factors, some of which may 
actually be to advantage of the homozygotes ; for instance, 
there have been suggestions (Lambotte-Legrand, 1951 ; 
Raper, 1956) that typhoid is a more serious disease in 
sicklers. However, the only effect of this kind that has been 
proved to exist is that exerted by malaria. So far as we 
can tell at present, malaria distinguishes between sicklers 
and non-sicklers only in that the former escape the heaviest 
infections and rarely if ever succumb to cerebral malaria or 
the other serious forms of the disease (Raper, 1955, 1956). 
This distinction vanishes when immunity is acquired, a pro- 
cess that our observations suggest is completed soon after the 
fifth year in Baamba children. Before this age, malaria un- 
doubtedly leads to ill-health, and perhaps contributes to 
mortality from other diseases, but we have little reason to 
suppose that this effect is significantly more important in 
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normal homozygotes than in sicklers. As a hypothesis, 
therefore, we may suppose that the whole process of selec- 
tion in Bwamba is attributable to falciparum malaria in 
childhood, and that it is manifested by deaths directly due 
to this disease in normal homozygotes, none (or an insig- 
nificant number) occurring in heterozygotes. We have to 
consider whether this is a tenable hypothesis. 

The question cannot be answered directly without a full 
knowledge of the vital statistics of Bwamba, which we do 
not possess. This information is difficult to obtain even in 
much more developed parts of Africa, and it then refers to 
deaths from malaria in the whole community. We must 
therefore examine the implications of the selective process in 
terms of the loss of life from malaria in the whole child 
population. One of the facts we shall have to take into 
consideration is the total loss of life from all causes in child- 
hood, or, more accurately, before puberty ; and fortunately 
we have a reliable estimate of this. Dr. J. McFie conducted 
a survey in the district in 1954, during which he carefully 
questioned all the women in one location about the number 
of live births claimed by each, and the number of their 
children who had died before the time of questioning. With 
his permission we are able to quote that 45 women of all 
ages claimed 189 live births, and recorded 111 deaths of their 
children. Thus at the time of the survey 58.8% of the 
children born to these mothers had died, and it is evident 
that to obtain the true wastage of life before puberty this 
percentage will have to be increased to take account of the 
fact that not all the children of the mothers questioned had 
yet reached puberty, and that some of these might still die. 
A conservative estimate of the loss of life before puberty in 
this location would be about 65%. 

Accepting this estimate of the loss of life, we may envis- 
age balanced polymorphism being achieved in Bwamba in 
two extreme ways. Suppose first that selection takes place 
before any other deaths occur ; the process then is as shown 


Taste bil.—Balanced Polymorphism in Bwamba: Selection 
Acting First 


Selective Mortality | Undifferentiated Mortality 
Population |— 
| AS being 39%) $6-5°,) Ge 
So 0 314 177 137 
AA 648 |. 157 491 278 213 


* This includes 38 sickle-cel| homuzygotes (SS). 


in Table III. If we had been able to observe the deaths 
recorded in this table, we should have registered 157 deaths 
from malaria amongst the 648 normal homozygotes, or 
24.2%, but for the whole community the loss of life from 
malaria would appear as 15.7%. But suppose, secondly, 
that selection takes place after all other causes of death 
have taken their toll ; we should then find the results given 
in Table IV. 


Taste [V.—Balanced Polymorphism in Bwamba; Selection Acting 
After Other Causes of Death 
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Undifferentiated Mortality Selective Mortality 
Population at a - 
Birth*® (1,000) Deaths Survivors | Malaria Survivors 
| (419; 33% Deaths | (350; 39” AS) 
AA 648. 366 282 69 213 


* This includes 38 sickle-cell homozygotes (SS). 


Selection, now acting on a smaller population, still causes 
the death of 69 out of 232, or 24.2%, of the normal homozy- 
gotes at risk, but the observable loss of life from malaria 
for the whole community is only 6.9% of the children born. 
If malaria is imagined as causing deaths concurrently with 
other diseases, as would in fact be the case, the figures 
observed would lie somewhere between the limits assigned 
by Tables IH and IV, and malaria would be credited with 
the removal of from 6.9 to 15.7% of the whole child popula- 
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tion, or of 10.6 to 24.2% of all normal homozygotes born 
Since malarial deaths are likely to follow what must be a 
considerable proportion of the loss of child life—that in the 
first month or two—we may surmise that the observed 
figures would approximate to the lower rather than to the 
higher of these limits. 

These considerations reduce the difficulty mentioned 
above, of requiring an excessively high malaria death rate 
to account for the maintenance of sickling rates as high as 
39%, ; we find that no very high malaria death rate need be 
recorded if the loss of life from other diseases is high, and 
especially if a large proportion of that loss consists of 
neonatal deaths. These are the conditions that prevail in 
Bwamba and many other paris of Africa. 

Although, as we have said, we have no mortality statistics 
for Bwamba, we may compare it with large parts of the 
Belgian Congo. Duren (1951) reviewed the sources of 
information on malaria mortality in the Congo, and after 
taking due account of their inadequacy he concluded that 
below the age of 3 years deaths directly from malaria 
amounted to 14 to 22 per 1,000 per annum. Colbourne and 
Edington (1954) obtained a roughly similar figure, 17 per 
1,000 for children under | year in Accra, and 10 per 1,000 
for children from | to 5 years. The mortality in Bwamba 
is unlikely to be less than these estimates, which amount to 
a cumulative loss during childhood of about 5 to 10° of 
children born. This is very close to the figure, 6.9% or 
more, which we have shown to be required for preserving 
a state of balanced polymorphism in Bwamba, and we may 
therefore conclude that malaria: could act as an effective 
selective agent under the primitive conditions of Bwamba, 
to maintain a sickling rate as high as 39%. It follows from 
our consideration of the mechanics of balanced polymor- 
phism that the malaria situation in two regions might be 
the same in the sense that it caused the same loss of life 
before the age of, say, 3 or 5 years, yet in these two regions 
it might be the factor in maintaining two entirely different 
sickling rates. This could come about if the two popula- 
tions differed in their mortality before the age at which the 
malaria mortality in each was at its greatest. Hence no 
simple measure of malaria morbidity or mortality even if 
it were the malarial mortality in normal homozygotes that 
could be measured, could enable one to predict accurately 
the sickling rate that might be maintained. The situation 
cannot be defined without reference to the whole infant 
mortality, and its relation in time to the malarial deaths. 


Summary 

The Baamba, an African tribe showing a high sickling 
rate (39%) has been examined to determine how this 
high rate can be maintained. 

Of the 623 subjects examined, 227 were sicklers. No 
genetic variants of normal adult haemoglobin other than 
haemoglobin S were found. Amongst 191 sickling sub- 
jects over the age of 5 no homozygotes were detected ; 
and it is concluded that the survival of sickle-cell homo- 
zygotes plays no significant part in maintaining the 
sickling rate of this tribe at its high level. 

If selective death of non-sicklers from malaria was 
responsible for the maintenance of the 39% sickling rate 
in Bwamba, 10.6-24.2% of all normal homozygotes (or 
6.9-15.7% of the whole child population) would have to 
die from malaria. Reasons are given for supposing that 
the actual death rate to be observed would approximate 
to the lower rather than the higher of the two limits, and 
that such a death rate from malaria is to be expected in 
Bwamba. 
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Absence of serum gammaglobulin causing lowered 
resistance to infection was discovered by Bruton (1952) 
in a boy suffering from recurrent septic infections. More 
cases in boys were described by Janeway, Apt, and 
Gitlin (1953). The condition as it occurred in boys was 
thought to be primary, familial, and sex-linked. 

The primary disorder was subsequently described in 
males and females of all ages ; of 38 case histories that 
we have been able to obtain, 18 have been those of boys. 
Kulneff, Pedersen, and Waldenstrém (1955) describe the 
disease in two brothers aged 9 and 7, and in a. distant 
male relative aged 5. 

The important features of the disease are repeated 
septic respiratory and non-respiratory infections, lack 
of cutaneous responses to antigens, almost complete 
absence of circulatory antibodies and of gammaglobulin 
from the blood serum and connective tissues, diminution 
in the number of plasma cells in the tissues, and failure 
of lymphatic nodes to respond to antigenic stimuli 
(Janeway, 1954). In most cases isohaemagglutinins have 
been entirely absent from the blood. Virus exanthems 
usually run their normal course, but in some children 
they recur. Infants suffering from agammaglobulinaemia 
may die of intractable infections (Keidan, McCarthy. 
and Haworth 1953; Janeway, 1954; Hutchison, 1955). 
Most of the female patients have had bronchiectasis, and 
in most of the adults the spleen has been enlarged. 

Patients who have been given repeated injections of 
gammaglobulin (0.1 g. per kg. body weight per month) 
have usually responded well. Treatment with antibiotics 
has been found essential to control acute infections 
(Janeway, 1954), and has sometimes been given con- 
tinuously with good effect. 

The cases here described are those of two brothers 
who are suffering from familial agammaglobulinaemia 
in its classical form. 
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diphtheria, He had had measles (age unknown). At 15 


Case I 


This patient was born in November, 1945. He had 
bronchopneumonia at two months. Left chronic otitis media 
began in 1948 and persisted until 1951, when tonsillectomy 
was performed ; both antra were washed out, with the pro- 
duction of mucopus. The ear dried up, but mucopurulent 
discharge started again within three months. 

1952.—Left cortical mastoidectomy was performed. Pus 
and soft granulation tissue were present in the mastoid 
cavity. The operation wound became septic and took five 
months to heal. March: Shortly after the mastoidectomy 
chest x-ray examination showed patchy infiltration in the 
right lower lobe, with enlargement of the hilar glands, 
April: He was Mantoux 1/100 negative ; six weeks later 
Mantoux 1/100 positive. Guinea-pig inoculation of gastric 
washings showed generalized tuberculosis at necropsy. 
E.S.R. was 10/200 mm./hr.; white cell count, 14,200 per 
c.mm. (neutrophil polymorphs 75%, lymphocytes 18%, 
monocytes 7%). Intramuscular streptomycin was given for 
one month. July: Chest x-ray film showed a primary focus 
in the right lower lobe, with a small pleural effusion; the 
bronchogram was normal. His ear was still discharging and 
there was mucopurulent discharge from his antra. A further 
month of streptomycin with P.A.S. was given. 

1953.—Right cortical mastoidectomy was performed. A 
further course of intramuscular streptomycin was given. 
Soon after, he developed a right upper lobe pneumonia. 
White cells, 5,900 per c.mm. (polymorphonuclear leucocytes 
33%, lymphocytes 61%, mononuclear leucocytes 2%, 
eosinophil leucocytes 3%, monocytes 1%, basophils 1%). 
September: Chest x-ray film showed a little enlargement of 
the right hilar shadow only. 

1954.—February and April: He had further attacks of 
right upper lobe pneumonia. July: Mantoux 1/10,000 
positive ; given intramuscular streptomycin, oral P.A.S., and 
oral isoniazid for one month, August: E.S.R. 5 mm.; chest 
x-ray film showed pleural thickening right side. October: 
Appeared to be well ; ears dry, E.S.R. 4/200 mm. hr. Shick- 
positive. Bronchogram showed a small saccular dilatation 
of a right lower lobe segmental bronchus, but there was no 
other abnormality. One dose T.A.F. was given. 

1955.—He had right lower lobe pneumonia in February, 
and bronchitis and right otitis media in March. He was 
seen at Edmonton Chest Clinic on June 7 suffering from 
right lower lobe pneumonia, and was admitted to the North 
Middlesex Hospital. This was his twelfth hospital admis- 
sion and seventh hospital. X-ray examination showed both 
antra to be infected. Because of the history of recurrent 
infections, agammaglobulinaemia was suspected, and con- 
firmed by paper electrophoresis of the serum proteins. 

Investigations—Paper electrophoresis: The serum was 
subjected to electrophoresis on paper—the paper strips were 
dried and stained with bromocresol green, and the protein 
fractions were cut out. The dye was eluted with a solution 
of equal parts of methanol and 10% sodium carbonate, and 
measured by absorptiometry. No correction was made for 
any difference in the dye-binding of different protein frac- 
tions. Electrophoretic pattern: Albumin, 3.71 g./100 ml.; 
al-globulin 0.67, «2-globulin 0.84, 8-globulin 0.80, 
globulin 0.05 ‘(normal 0.8-1.4). Re-examination of the 
serum in November gave a similar pattern. Zinc turbidity, 
0.5 unit. Blood group A (no 8-isohaemagglutinins present). 
Schick-positive. Mantoux 1/10,000 positive. Chest x-ray 
examination on August 10 showed that the pneumonia had 
resolved. He was discharged on August 12, taking oxytetra- 
cycline, 100 mg. four times a day. When seen on December 
29 he had completed a term at schoo! without interruption 
for the first time, and was well. 


Case 2 
This patient, the only sibling of Case 1, was born in 
March, 1951. He appeared to be healthy in infancy apart 
from an attack of gastro-enteritis at 8 months. At 10 
months he was inoculated against whooping-cough and 


months he was inoculated with B.C.G. Two months later 
he was Mantoux 1/100 positive, and was again positive a 
year later (strength unknown). 

In January, 1954, he had synpneumonic empyema of 
staphylococcal origin; a subsequent staphylococcal infec- 
tion of the nose was treated with chloramphenicol. All the 
polymorphs disappeared from his blood, but eventually he 
made a satisfactory recovery. In June he was reinoculated 
with B.C.G. following a negative tuberculin test (multiple 
puncture). In July he was examined again on receipt of 
the information that his brother was suffering from agamma- 
globulinaemia. He had had bronchitis a week before, 
treated by oral penicillin. On examination his general 
appearance was healthy, but crepitations were heard at the 
left base. An eschar was present at the site of inoculation, 
and the glands in the left axilla were enlarged. Chest 
x-ray examination showed nothing abnormal. 

A fortnight later his nose and eyes were sticky, but there 
were no signs of bronchitis. Chest x-ray showed pneu- 
monitis at left base. 

Investigations.—Serum electrophoretic pattern (method as 
in Case 1): Albumin, 3.6 g./100 ml.; al-globulin 0.7, 
a@2-globulin 0.85, 8-globulin 0.80, y-globulin 0.15. Re- 
examination of the serum in November gave a similar pat- 
tern. Zinc turbidity, 0.5 unit. Blood group, A (no #-iso- 
haemagglutinins present). Schick-negative. 

By the middle of August he had developed a more severe 
cough and crepitations had returned. Chest x-ray films 
showed no change. The eschar was healing and the axillary 
glands were no longer palpable, The tuberculin test (mul- 
tiple puncture) was positive. Oxytetracycline (100 mg., four 
times daily) was given. Apart from occasional slight attacks 
of diarrhoea he remained well and free of cough. He 
attended infant school during the autumn term. 

In December he had left basal pneumonia treated by 
increasing dose of oxytetracycline. E.S.R. was 5/200 mm. 
in one hour; tuberculin jelly test positive. He was dis- 
charged well, taking oral penicillin. A fortnight later he 
was still well. 


Investigation of Relatives 


The maternal grandfather was Lithuanian. A maternal 
uncle was constantly ill until the age of 16 years. At the 
time of writing he was in good health. 

Blood samples obtained from the father and mother 
showed a perfectly normal electrophoretic pattern and 
normal zine turbidity. Samples were also obtained from 
the father’s brother and his three sisters, and parents, and 
from the mother’s sister and three brothers. All showed 
normal gammaglobulin as judged from normal zinc tur- 
bidity, and sera from the maternal relatives showed normal 
electrophoretic patterns. 

Complete genotypes of the family were made by Dr. 
Dorothy Parkin, of the Lister Institute. There is no con- 
stant genetic feature in the blood groups of the family which 
can be related to the appearance of agammaglobulinaemia. 


Discussion 


The occurrence of tuberculosis in Case 1 and the 
behaviour of the Mantoux reaction is of interest. The 
disease, which developed after the symptoms of agamma- 
globulinaemia were established, ran its normal course, com- 
plicated by septic infections, and was cut short by the usual 
chemotherapy and antibiotic treatment. The boy’s Man- 
toux reaction remained positive. The second child was first 
vaccinated with B.C.G. before there were any symptoms 
suggestive of agammaglobulinaemia and the Mantoux 
reaction became transiently positive. On re-vaccination the 
Mantoux became positive, and it has persisted for eight 
months. The axillary lymph node glands became enlarged, 
a normal consequence of B.C.G. inoculation. The patients 
of Kulneff er al, (1955) were also vaccinated with B.C.G.; 
the first in infancy before symptoms of agammaglobulin- 
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tion, or of 10.6 to 24.2% of all normal homozygotes born. 
Since malarial deaths are likely to follow what must be a 
considerable proportion of the loss of child life—that in the 
first month or two—we may surmise that the observed 
figures would approximate to the lower rather than to the 
higher of these limits. 

These considerations reduce the difficulty mentioned 
above, of requiring an excessively high malaria death rate 
to account for the maintenance of sickling rates as high as 
39%. ; we find that no very high malaria death rate need be 
recorded if the loss of life from other diseases is high, and 
especially if a large proportion of that loss consists of 
neonatal deaths. These are the conditions that prevail in 
Bwamba and many other paris of Africa. 

Although, as we have said, we have no mortality statistics 
for Bwamba, we may compare it with large parts of the 
Belgian Congo. Duren (1951) reviewed the sources of 
information on malaria mortality in the Congo, and after 
taking due account of their inadequacy he concluded that 
below the age of 3 years deaths directly from malaria 
amounted to 14 to 22 per 1,000 per annum. Colbourne and 
Edington (1954) obtained a roughly similar figure, 17 per 
1,000 for children under | year in Accra, and 10 per 1,000 
for children from | to 5 years. The mortality in Bwamba 
is unlikely to be less than these estimates, which amount to 
a cumulative loss during childhood of about 5 to 10°, of 
children born. This is very close to the figure, 6.9% or 
more, which we have shown to be required for preserving 
a state of balanced polymorphism in Bwamba, and we may 
therefore conclude that malaria: could act as an effective 
selective agent under the primitive conditions of Bwamba, 
to maintain a sickling rate as high as 39%. It follows from 
our consideration of the mechanics of balanced polymor- 
phism that the malaria situation in two regions might be 
the same in the sense that it caused the same loss of life 
before the age of, say, 3 or 5 years, yet in these two regions 
it might be the factor in maintaining two entirely different 
sickling rates. This could come about if the two popula- 
tions differed in their mortality before the age at which the 
malaria mortality in each was at its greatest. Hence no 
simple measure of malaria morbidity or mortality even if 
it were the malarial mortality in normal homozygotes that 
could be measured, could enable one to predict accurately 
the sickling rate that might be maintained. The situation 
cannot be defined without reference to the whole infant 
mortality, and its relation in time to the malarial deaths. 


Summary 

The Baamba, an African tribe showing a high sickling 
rate (39%) has been examined to determine how this 
high rate can be maintained. 

Of the 623 subjects examined, 227 were sicklers. No 
genetic variants of normal adult haemoglobin other than 
haemoglobin S were found. Amongst 191 sickling sub- 
jects over the age of 5 no homozygotes were detected ; 
and it is concluded that the survival of sickle-cell homo- 
zygotes plays no significant part in maintaining the 
sickling rate of this tribe at its high level. 

If selective death of non-sicklers from malaria was 
responsible for the maintenance of the 39% sickling rate 
in Bwamba, 10.6-24.2% of all normal homozygotes (or 
6.9-15.7% of the whole child population) would have to 
die from malaria. Reasons are given for supposing that 
the actual death rate to be observed would approximate 
to the lower rather than the higher of the two limits, and 
that such a death rate from malaria is to be expected in 
Bwamba. 


Our thanks for support in this investigation are due to the 
Director of Medical Services, Uganca, and to many members 
of the Administrative and Medical Services. We also wish to 
thank Dr. J. A. Fraser Roberts and Dr. C. A. B. Smith for 
advice and discussion of statistical problems. One of us (H. L.) 


338 11, 1956 


MAINTENANCE OF HIGH SICKLING RATE 


FAMILIAL AGAMMAGLOBULINAEMIA 


Britisn 
Mepicat JOURNAL 


thanks the Colonial Medical Research Committee for a grant 
enabling him to visit Uganda and for defraying part of the 
expenses of this investigation. 
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Absence of serum gammaglobulin causing lowered 
resistance to infection was discovered by Bruton (1952) 
in a boy suffering from recurrent septic infections. More 
cases in boys were described by Janeway, Apt, and 
Gitlin (1953). The condition as it occurred in boys was 
thought to be primary, familial, and sex-linked. 

The primary disorder was subsequently described in 
males and females of all ages ; of 38 case histories that 
we have been able to obtain, 18 have been those of boys. 
Kulneff, Pedersen, and Waldenstrém (1955) describe the 
disease in two brothers aged 9 and 7, and in adistant 
male relative aged 5. 

The important features of the disease are repeated 
septic respiratory and non-respiratory infections, lack 
of cutaneous responses to antigens, almost complete 
absence of circulatory antibodies and of gammaglobulin 
from the blood serum and connective tissues, diminution 
in the number of plasma cells in the tissues, and failure 
of lymphatic nodes to respond to antigenic stimuli 
(Janeway, 1954). In most cases isohaemagglutinins have 
been entirely absent from the blood. Virus exanthems 
usually run their normal course, but in some children 
they recur. Infants suffering from agammaglobulinaemia 
may die of intractable infections (Keidan, McCarthy, 
and Haworth 1953; Janeway, 1954; Hutchison, 1955). 
Most of the female patients have had bronchiectasis, and 
in most of the adults the spleen has been enlarged. 

Patients who have been given repeated injections of 
gammaglobulin (0.1 g. per kg. body weight per month) 
have usually responded well. Treatment with antibiotics 
has been found essential to control acute infections 
(Janeway, 1954), and has sometimes been given con- 
tinuously with good effect. 

The cases here described are those of two brothers 
who are suffering from familial agammaglobulinaemia 
in its classical form. 
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Case I 

This patient was born in November, 1945. He had 
bronchopneumonia at two months. Left chronic otitis media 
began in 1948 and persisted until 1951, when tonsillectomy 
was performed ; both antra were washed out, with the pro- 
duction of mucopus. The ear dried up, but mucopurulent 
discharge started again within three months. 

1952.—Left cortical mastoidectomy was performed. Pus 
and soft granulation tissue were present in the mastoid 
cavity. The operation wound became septic and took five 
months to heal. March: Shortly after the mastoidectomy 
chest x-ray examination showed patchy infiltration in the 
right lower lobe, with enlargement of the hilar glands. 
April: He was Mantoux 1/100 negative ; six weeks later 
Mantoux 1/100 positive. Guinea-pig inoculation of gastric 
washings showed generalized tuberculosis at necropsy. 
E.S.R. was 10/200 mm./hr.; white cell count, 14,200 per 
c.mm. (neutrophil polymorphs 75%, lymphocytes 18%, 
monocytes 7%). Intramuscular streptomycin was given for 
one month. July: Chest x-ray film showed a primary focus 
in the right lower lobe, with a small pleural effusion; the 
bronchogram was normal. His ear was still discharging and 
there was mucopurulent discharge from his antra. A further 
month of streptomycin with P.A.S. was given. 

1953.—Right cortical mastoidectomy was performed. A 
further course of intramuscular streptomycin was given. 
Soon after, he developed a right upper lobe pneumonia. 
White cells, 5,900 per c.mm. (polymorphonuclear leucocytes 
33%, lymphocytes 61%, mononuclear leucocytes 2%, 
eosinophil leucocytes 3%, monocytes 1%, basophils 1%). 
September: Chest x-ray film showed a little enlargement of 
the right hilar shadow only. 

1954.—February and April: He had further attacks of 
right upper lobe pneumonia. July: Mantoux 1/10,000 
Positive ; given intramuscular streptomycin, oral P.A.S., and 
oral isoniazid for one month. August: E.S.R. 5 mm.; chest 
x-ray film showed pleural thickening right side. October: 
Appeared to be well ; ears dry, E.S.R. 4/200 mm. hr. Shick- 
positive. Bronchogram showed a small saccular dilatation 
of a right lower lobe segmental bronchus, but there was no 
other abnormality, One dose T.A.F. was given. 

1955.—He had right lower lobe pneumonia in February, 
and bronchitis and right otitis media in March. He was 
seen at Edmonton Chest Clinic on June 7 suffering from 
right lower lobe pneumonia, and was admitted to the North 
Middlesex Hospital. This was his twelfth hospital admis- 
sion and seventh hospital. X-ray examination showed both 
antra to be infected. Because of the history of recurrent 
infections, agammaglobulinaemia was suspected, and con- 
firmed by paper electrophoresis of the serum proteins. 

Investigations—Paper electrophoresis: The serum was 
subjected to electrophoresis on paper—the paper strips were 
dried and stained with bromocresol green, and the protein 
fractions were cut out. The dye was eluted with a solution 
of equal parts of methanol and 10% sodium carbonate, and 
measured by absorptiometry. No correction was made for 
any difference in the dye-binding of different protein frac- 
tions. Electrophoretic pattern: Albumin, 3.71 g./100 ml.; 
al-globulin 0.67, @2-globulin 0.84, 8-globulin 0.80, 7- 
globulin 0.05 (normal 0.8-1.4). Re-examination of the 
serum in November gave a similar pattern. Zinc turbidity, 
0.5 unit. Blood group A (no 8-isohaemagglutinins present). 
Schick-positive. Mantoux 1/10,000 positive. Chest x-ray 
examination on August 10 showed that the pneumonia had 
resolved. He was discharged on August 12, taking oxytetra- 
cycline, 100 mg. four times a day. When seen on December 
29 he had completed a term at school without interruption 
for the first time, and was well. 


Case 2 
This patient, the only sibling of Case 1, was born in 
March, 1951. He appeared to be healthy in infancy apart 
from an attack of gastro-enteritis at 8 months. At 10 
months he was inoculated against whooping-cough and 
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diphtheria, He had had measles (age unknown). At 15 
months he was inoculated with B.C.G. Two months later 
he was Mantoux 1/100 positive, and was again positive a 
year later (strength unknown). 

In January, 1954, he had synpneumonic empyema of 
staphylococcal origin; a subsequent staphylococcal infec- 
tion of the nose was treated with chloramphenicol. All the 
polymorphs disappeared from his blood, but eventually he 
made a satisfactory recovery. In June he was reinoculated 
with B.C.G. following a negative tuberculin Yest (multiple 
puncture). In July he was examined again on receipt of 
the information that his brother was suffering from agamma- 
globulinaemia. He had had bronchitis a week before, 
treated by oral penicillin. On examination his general 
appearance was healthy, but crepitations were heard at the 
left base. An eschar was present at the site of inoculation, 
and the glands in the left axilla were enlarged. Chest 
x-ray examination showed nothing abnormal. 

A fortnight later his nose and eyes were sticky, but there 
were no signs of bronchitis. Chest x-ray showed pneu- 
monitis at left base. 

Investigations.—Serum electrophoretic pattern (method as 
in Case 1): Albumin, 3.6 g./100 ml.; a@l-globulin 0.7, 
a2-globulin 0.85, 8-globulin 0.80, y-globulin 0.15. Re- 
examination of the serum in November gave a similar pat- 
tern. Zine turbidity, 0.5 unit. Blood group, A (no -iso- 
haemagglutinins present). Schick-negative. 

By the middle of August he had developed a more severe 
cough and crepitations had returned. Chest x-ray films 
showed no change. The eschar was healing and the axillary 
glands were no longer palpable, The tuberculin test (mul- 
tiple puncture) was positive. Oxytetracycline (100 mg., four 
times daily) was given. Apart from occasional slighi attacks 
of diarrhoea he remained well and free of cough. He 
attended infant school during the autumn term. 

In December he had left basal pneumonia treated by 
increasing dose of oxytetracycline. E.S.R. was 5/200 mm. 
in one hour; tuberculin jelly test positive. He was dis- 
charged well, taking oral penicillin. A fortnight later he 
was still well. 


Investigation of Relatives 


The maternal grandfather was Lithuanian. A maternal 
uncle was constantly ill until the age of 16 years. At the 
time of writing he was in good health. 

Blood samples obtained from the father and mother 
showed a perfectly normal electrophoretic pattern and 
normal zine turbidity. Samples were also obtained from 
the father’s brother and his three sisters, and parents, and 
from the mother’s sister and three brothers. All showed 
normal gammaglobulin as judged from normal zine tur- 
bidity, and sera from the maternal relatives showed normal 
electrophoretic patterns. 

Complete genotypes of the family were made by Dr. 
Dorothy Parkin, of the Lister Institute. There is no con- 
stant genetic feature in the blood groups of the family which 
can be related to the appearance of agammaglobulinaemia. 


Discussion 


The occurrence of tuberculosis in Case 1 and the 
behaviour of the Mantoux reaction is of interest. The 
disease, which developed after the symptoms of agamma- 
globulinaemia were established, ran its normal course, com- 
plicated by septic infections, and was cut short by the usual 
chemotherapy and antibiotic treatment. The boy’s Man- 
toux reaction remained positive. The second child was first 
vaccinated with B.C.G. before there were any symptoms 
suggestive of agammaglobulinaemia and the Mantoux 
reaction became transiently positive. On re-vaccination the 
Mantoux became positive, and it has persisted for eight 
months. The axillary lymph node glands became enlarged, 
a normal consequence of B.C.G. inoculation. The patients 
of Kulneff et al, (1955) were also vaccinated with B.C.G.; 
the first in infancy before symptoms of agammaglobulin- 
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acmia had developed, his, Mantoux remaining positive ; the 
second, after symptoms had appeared, his Mantoux also 
remaining positive. The third patient was apparently vacci- 
nated after discovery of agammaglobulinaemia. His 
Mantoux test did not convert. 

Only one other case with a positive tuberculin reaction 
has been recorded, that of an adult male, Mantoux | / 1,000 
positive (Lang, Schettler, and Wildhack, 1954). 

Good (1955) states that he attempted to sensitize three 
patients with tuberculin and failed. It seems that gamma- 
globulin is not essential to the development of a positive 
skin reaction to tuberculin or for its maintenance, but it 
may facilitate conversion. 

We should not have inoculated our patient with B.C.G. 
had we known at the time he was suffering from agamma- 
globulinaemia, although the inoculation in this case was 
successful. Infections of little account in normal children 
may have disastrous consequences in these unfortunates. 
Keidan et al. (1953) record the death of an infant from 
generalized vaccinia. Sanford, Favour, and Tribeman 
(1954) vaccinated an adult who already had a normal 
vaccinia scar. The patient developed an enormous ulcer. 
Corbeel, Lahey, and Guest (1954) record the case of a 4- 
year-old boy who suffered from varicella for 60 days. 

The explanation of the persistently low E.S.R. reading 
in our two cases, a phenomenon also noticed by Jacobsen 
(1954) and by Prasada and Koza (1954), is not obvious. 
One is tempted to attribute the low reading to the agamma- 
globulinaemia, but further investigation is needed to 
elucidate this problem. 

The low white cell count observed during acute infec- 
tions in both cases is of interest. Janeway (1954) states 
that in about one-third of all episodes of respiratory sepsis 
in these children the white count is lowered. He attributes 
this to the severity of septic infections of children whose 
defences are impaired. 

Almost all the boys described have had norma! broncho- 
grams. The bronchogram of our first case showed a normal 
bronchial tree except for a small cavernous dilatation of 
a bronchus in the right lower lobe. This was probably the 
site of a primary infected tuberculous gland which caseated 
and ruptured into the bronchus. 

The case of the younger child was probably discovered 
in the earliest stage of the evolution of the disease so far 
demonstrated. He had had only one severe episode of 
respiratory infection, 18 months before agammaglobulin- 
aemia was diagnosed, since when he had been well. The 
only antibiotic treatment he had received was chlor- 
amphenicol for the first infection and several short courses 
of oral penicillin shortly before the diagnosis of agamma- 
globulinaemia was made. We have not yet been able to 
make a complete investigation of his antibodies. 

The diagnosis of agammaglobulinaemia is not difficult in 
a person with such a prolonged history as Case 1. How- 
ever, such a history is not always due to a lack of gamma- 
globulin in the serum. A girl aged 3} years, a patient of 
one of us (1. G. W.), developed otitis media in the first week 
of her life and has had 20 to 30 attacks since then; in 
addition, she contracted tuberculosis from her grandmother 
in the first year of life and has since developed bronchi- 
ectasis in the right middle lobe. It is interesting that until 
recently her tuberculin reaction has only been very weakly 
positive (jelly negative, Mantoux 1/100 positive), but 
electrophoresis of her serum proteins in 1953, 1955, and 
1956 showed a normal pattern on each occasion. Con- 
versely, agammaglobulinaemia is sometimes found by 
chance in adults who have not suffered unduly from in- 
fections. 

The disease has so far been recorded only in persons of 
European extraction living in America, Northern Europe, 
the United Kingdom, and New Zealand. It has not been 
recorded from Southern Europe or the Latin American 
countries. It is possible that it is a disease of Northern 
European stock. 
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Summary 

Two brothers are described who are suffering from 
familial agammaglobulinaemia. The younger boy’s case 
was discovered very early in the evolution of the disease. 
His serum still contained a very little gammaglobulin. 

One brother had had tuberculosis ; the other had been 
inoculated with B.C.G. The significance of this in 
relation to the Mantoux reaction is discussed. 

The serum of all available members of the family has 
been examined by the zinc turbidity test or by electro- 
phoresis. No further case of agammaglobulinaemia has 
been found. Complete genotyping was performed, but 
no constant feature was discovered which could be 
related to the appearance of agammaglobulinaemia in 
the two brothers. 

The significance of the finding of a low erythrocyte 
sedimentation rate requires further investigation. 


We wish to thank Dr. Dorothy Parkin, of the Blood Group 
Reference Laboratory, Lister Institute, for blood-grouping the 
relatives; Dr. P. M. Gilbert, of the North Middlesex Hospital, 
and Mrs. B. N. Hands, formerly health visitor, Middlesex County 
Council, for their assistance. 


{ADDENDUM.—The elder boy has now been included in the 
M.R.C. clinical trial of gammaglobulin in the treatment of 
hypogammaglobulinaemia which has just begun. He has 
received 8 weekly intramuscular injections of 0.85 g. pooled 
gammaglobulin (0.025 g./kg. body weight/week) None 
of the very frequent electrophoretic patterns of the serum 
proteins taken up to the present time has shown any appre- 
ciable increase in the circulating gammaglobulin.] 
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The United Kingdom tobacco manufacturing industry 
announces the formation of a standing committee, com- 
posed of representatives of the Federation of Home 
and Export Tobacco Manufacturers, the British-American 
Tobacco Co. Ltd., and the Imperial Tobacco Co. (of Great 
Britain and Ireland) Ltd.. to give formal status to their co- 
operation in research. In 1954 the industry gave £250,000 
to the Medical Research Council for investigations into the 
causes of lung cancer. Sir ALEXANDER H. MAXWELL, tobacco 
adviser to the Board of Trade and chairman of the British 
India Tobacco Corporation, is chairman of the com- 
mittee. Sir ALFRED EGerton, F.R.S., and Sir RONALD 
FIsHER, F.R.S., have consented to act as scientific consultants 
to the committee in the fields of physical chemistry and 
Statistics respectively, and it is intended to invite eminent 
authorities on other subjects to serve in a consultative 
capacity. The offices of the committee will be at 6-10, 
Bruton Street, London, W.1. Commenting on the forma- 
tion of the committee, Sir Alexander Maxwell said: “ The 
committee will aid and supplement existing sources of 
research and information on questions relating to smoking 
and health.” 
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Much evidence has been published showing that cer- 
tain serological types of Escherichia coli are the cause 
of infantile gastro-enteritis. The association has been 
found among babies in nurseries (Taylor and Charter, 
1952), in hospital (Rogers and Koegler, 1951), and 
among hospital admissions (lan Taylor, 1954). Such 
evidence refers almost exclusively to infants under 2 
years old. The subject was reviewed in an editorial in 
the Lancet (1955). 


Scope and Nature of Investigation 


The present survey, made during the three years 1952-4, 
was undertaken primarily to observe the frequency with 
which such serotypes of E. coli strains occur in index cases 
of enteritis arising among children up to 4 years of age 
living in their own homes, and to compare the incidence of 
other infections and of the condition which has been termed 
“ epidemic steatorrhoea * (Thomas, 1952). Within five days 
of the onset of a diarrhoeal illness 1,135 specimens of faeces 
were examined at the Edmonton Laboratory. Cases which 
had already had treatment were excluded. Faeces were 
collected in screw-capped bottles without preservative. 
Rectal swabs were not accepted ; for it has been explained 
(Thomas, 1954b) that these specimens do not permit a full 


examination. 
Technique 

Specimens were studied macroscopically and micro- 
scopically, and a record was made of cells, parasites, incom- 
pletely digested foodstuffs, and other abnormalities. Cul- 
tures were made on MacConkey and deoxycholate citrate 
plates, and also into tetrathionate and selenite F enrichment 
broths, which, after overnight incubation, were subcultured 
on to deoxycholate citrate and Wilson and Blair plates. In 
1953 the MacConkey medium was enriched by the addition 
of 1% of “lemco.” This was found to reduce the frequency 
with which E. coli cultures showed non-specific aggJutin- 
ability. 

Biochemical and serological tests were used to identify 
shigellae, salmonellae, and other non-lactose-fermenting 
entero-bacteriaceae. In Edmonton six serotypes of E. coli 
were sought on the MacConkey agar by direct slide agglu- 
tination. A representative sweep of confluent growth and 
six isolated colonies were tested with pooled sera. Plates 
were forwarded to Colindale and further examined by one 
of us (R.E.C.). Here additional sera were used for slide 
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Table IV shows the serotypes isolated from 103 cases; it 
will be seen that 12 of these patients were first examined 
after having been ill for a period longer than five days or 
having had treatment. These cases are included with the 
91 early acute index cases shown in Table I. 


Results of Investigation 


The findings are considered in relation to age (Table I), 
sex (Table II), and seasonal incidence (Table IID}, since 
differences were found in all these respects. Epidemic 
“summer diarrhoea ” was not encountered, and more cases 
of enteritis were referred to the laboratory in the winter 
than in the summer months. There was an excess of males 
as compared with females in the total number of cases of 
diarrhoea ; this excess was in the ratio 1.3 to 1, and this was 
true for each year of age, Table I summarizes the relation 
of pathological findings to the age of the patient. 

Serotypes of E. coli—Specific serotypes of E. coli were 
isolated from 13% of cases of diarrhoea occurring in babies 
under 12 months old and in 10.2% of cases in those aged 
12-23 months. Older children showed a sharp drop in inci- 
dence of these serotypes of E. coli to 3.7% at the age of 
2 years, and 1.6% at 3 years (Table I). Although Table Il 
shows more cases of diarrhoea in males, sero-specific types 


1.—Analysis of Findings in Faeces from 1,135 
Index Cases of Acute Diarrhoea in Young Children 


Age Group in Months Tota! 
Findings 
12- 24 36548 No. % 
No abnormality |119(38-9°%)/ 158 (42 130 (48-1%) |83 (44.1%) 32 
Cells only . 13 | 1S 16 is $9 52 
G.lamblia_.. 1 9 29 26 
Other parasites | | 
(E. coli, j 
1. butschlii) .. 2 | 0 4 04 
Excess fat | | 
lobules only 46(15%) | 6%) 149 13-1 
Sh. sonnei. 19 (62%) 28 (7-5%) 126 
S. typhi-murium | 9) | 8) | 10) ) 32 28 
Other salmon- f 3%) Q | $(3-7%) f (3-7) 
ellae 25 2 5 04 
Primary culture 
of Proteus | 
species 42(13-7%)| 35 (9-4%)) 5 7 8 78 
Providence .. | Nil 4 2 3) 
Other N.L.F.s il } 13 43 38 
Klebsiella... | 3 | Nil 2 Nil 5 04 
Serological type | 
of E. coli . | 40013 1%) 38(10-2%,)| 10 (3-7%)| 3 80 
Totals } 306 371 270 188 1,135 
| | 


Taste I1.—Sex Distribution of Findings in Faeces from 1,135 
Index Cases of Diarrhoea in Children Under 4 Years of Age 
(Male Predominance) 


Findings Male Female 

No abnormality ‘ 297 193 
Cells only 35 4 
Protozoa 20 13 
Excess fat globules only : 81 68 
Sh. sonnei 71 $$ 
Salmonellae 20 17 
Proteus 46 43 
All other N.L.F.s 25 
Klebsiella species ; 4 ! 
Serological type of E. coli , ‘i 45 46 

Totals .. 650 485 


Taste H1.—Seasonal Distribution of Findings in 677 Cases in 
Children Under 2 Years (Winter Predominance) 


testing, and suspected colonies of E. coli se submitted to 
detailed biochemical and serological tests. Slide tests were | . Winter 
confirmed by the tube agglutination techniques described by Findings (April: September) 
Taylor and Charter (1952), who used heated and unheated 
suspensions. In general, O agglutinations only were used for 
routine identification of all serotypes, but complete sero- Protozoa 5 10 
logical analysis, including the identification of H antigen, 
was undertaken for O groups 111, 55, and 26. Selmonciiee i4 

For the first nine months of 1952 (191 cases) only six 
specific O sera were used—O 26, O 55, O 86,0 111, 0 125, Klebsiella species... 3 
and 0 126—but 18 were employed after October, 1952. Serological type of coli | 42 
Strains of E. cofi agglutinating specifically with 16 of these Toals | 306 371 
18 were isolated. 
11, 1956 
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Taste IV.—Serological Types of E. Coli Isolated from Children 
Under 4 Years, and Their Seasonal Distribution (9\ Cases, 
Together with 12 Cases of Either More than § Days’ Dura- 
tion or Having Had Treatment) 


Serological Types Summer Winter 
of E. coli (April- September) (October-March) 

O 26 2541) 10 

oss 4 
O 86 I 2 
oO 125 | 2«1) 2 
0 126 a 
0 
om 0 
0127 
2 
Others of unclassified O group 71) 10 

Totals 57 (6) 46 (4) 


_ Figures in parentheses denote number of cases with institutional history 
included in totals given 


of E. coli did not account for this predominance, as these 
organisms were found in 46 out of 485 females and in 45 
out of 650 males. Identified E. coli infections showed no 
seasonal trend, except for type O26, which, like the sal- 
monellae, was commoner in summer than in winter. From 
Table IV it is apparent that the commonest E. coli sero- 
types to be encountered during the period under review 
were 026, O111, and O55, which together accounted for 
nearly two-thirds of the EF. coli infections recognized. The 
failure to demonstrate any constancy in the H antigens 
within the O groups 26, 55, and 111 suggested that many 
infections were not related. The serotypes of E. coli which 
most commonly cause outbreaks of gastro-enteritis—that is. 
types O 111, O 55, 0 128, and O 119—were found to account 
for about one-third of all these sporadic coli infections. 
whereas the remaining two-thirds were infected with other 
specific types, especially O 26. In only a few of these infec- 
tions was there evidence of a second aetiological agent also 
present—fat in three, Sh. sonnei in three, Giardia in three, 
and Salmonella in one. These second agents are omitted 
from Table I. 

Shigellae.—Sh. sonnei was the only member of the 
Shigella group encountered. While this organism infected 
many children in nurseries, it was less common among 
young children at home. It was found in less than 7% of 
all cases under 24 months, but more frequently in the older 
age group. 

Salmonellae.—These were found in 3.2%, of the series. 
More cases occurred in summer than in winter, but there 
was little variation with age or sex. Of the 37 infections 
32 were due to Salm. typhi-murium 

Proteus and Other Non-lactose-Fermenting Organisms. 
The non-lactose-fermenting flora was recorded only when 
the growth on primary culture was profuse. Like the 
E. coli serotypes, Proteus strains were found more often in 
children under 24 months than in older children—an inci- 
dence of about 12% as compared with about 3% respec- 
tively. Most strains were Proteus mirabilis. 

From a few children, organisms of the Providence group 
were isolated ; in some instances they were present together 
with blood and pus. These organisms did not always grow 
reliably on .deoxycholate citrate agar, but were easily 
isolated on MacConkey agar (Ridge and Thomas, 1955). 


Fatty Diarrhoea or Epidemic Steatorrhoea 

The stools from characteristic cases were very pale or 
putty-coloured and soft or fluid. Occasionally an aluminium 
sheen was evident. 

A record of excess fat globules in Table I does not refer 
to the results of chemical analyses, which were often within 
the normal range for healthy children, but indicates that 
numerous globules of neutral fat (staining with Sudan III) 
of diameter 2 to 20 » were visible in every microscopical 
field. Liquid paraffin had not been administered, and castor 
oil in three cases only, which were discounted. In normal 
stools at any age the only fats recognizable microscopically 
in quantity are soaps. While diets grossly over-supplied with 
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fat may disturb the balance, no oily globules were seen in 
the faeces of 647 healthy control children under the age of 
5 years who were taking a daily dose of cod-liver oil under 
supervision ; 133 of these healthy children were under 1 
year. 

Steatorrhoea in this sense appeared as an independent 
abnormality, not as a complication of the symptom of diar- 
rhoea, since it was eight times commoner in the absence of 
other abnormalities than in their presence. In very few 
cases indeed was undigested starch also seen. The incidence 
was highest in children under 24 months old, and it showed 
a winter rise in prevalence. 

In our experience it was not associated with giardiasis, for 
it was not found either in the 29 cases included in Table I 
or in a further 92 contact infections under the age of 5 years. 

As is shown in Table I, fat globules were the sole abnor- 
mality in 13.1% (149 cases) of the whole series. On only 
14 occasions were these globules found when known poten- 
tial pathogens were also present. 

Visits to the homes of affected children reveaied that more 
often than not other persons in the household had had 
diarrhoea or vomiting a few days before or after the onset 
of symptoms in the index case. The severest illnesses were 
among pre-school children, who might ail for a fortnight, 
whereas older persons were seldom upset for more than 
two or three days, and it was rarer for fat globules to be 
seen in their stools. Examination of the urine from typical 
cases revealed no bile or sugar, but a gross excess of urates 
was often found. Two cases of coeliac disease were dis- 
covered, and were excluded from the series. 


Discussion 


In this survey of diarrhoea in pre-school children the 
proportion of cases showing certain abnormalities in the 
faeces has varied in a definite manner with sex, age, and 
season. Male cases predominated. Both in the 306 infants 
under | year old and in the whole series of 1,135 children 
the ratio of male to female was 1.3 to 1. This figure com- 
pares closely with the findings of Ian Taylor (1954) and of 
Scott (1953) in the London County Council area. The 
exception to this rule was a very slight female excess among 
the E. coli infections. There was a clear age trend; 
Sh. sonnei and G. lamblia infections rarely affected children 
under | year old, but became progressively commoner there- 
after, whereas serological types of E. coli were identified in 
11.5% of all cases of diarrhoea occurring in children under 
2 years old, but in only 2.8% of those aged 2 and 3. 

A form of “ fatty diarrhoea” was common up to 3 years 
and still fairly frequent in the 3-year-old group. Indeed, 
this “ steatorrhoea” was the most frequent single finding 
in the whole series, being present in 13.1% of the 1,135 cases. 
This finding is associated with pale stools, purging, nausea, 
and dehydration, and has already been described (Thomas, 
1952, 1954a). It was very rare to find either cells or un- 
digested starch in such stools. 

During the acute stage, when these patients eat poorly or 
not at all, the percentage of fat in dried stools from repre- 
sentative cases has ranged from 5 to 60 g.%. In spite of the 
microscopical recognition of numerous globules of neutral 
fat, biochemical examination revealed more than half of the 
total fat weight to be in the Split form, and gross amounts 
might fall within normal ranges. Some temporary failure of 
fat entulsification and of bile secretion, perhaps with an 
associated defect in absorption, appeared characteristic of 
this disease in young children. There was no evidence of 
failure to digest starch. 

The brief but variable duration of the condition makes 
standard fat studies difficult ; but a search for sequelae might 
be rewarding, for Sheldon (1955) suggests the possibility 
that coeliac disease may follow infantile gastro-enteritis. 
During these studies two first attacks of fatty diarrhoea were 
encountered in children subsequently thought to have coeliac 
disease. 

This fatty diarrhoea may be the juvenile form of one of 
the “ winter vomiting” group of diseases, such as types of 
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Virus enteritis described by Gordon (1954). Its more general 
recognition might protect some infants from the misapplica- 
tion of antibacterial drugs, which appear to be ineffective 
in treatment. Our experience has been that sulphonamides 
often provoke vomiting, but seldom control the diarrhoea. 

The summer incidence of diarrhoea, as represented by the 
numbers of stool specimens sent to the laboratory, was 
lower than that in winter. Epidemic steatorrhoea was 
responsible for many winter cases, and such cases were often 
part of a household outbreak of vomiting and diarrhoea. 
Only salmonellae and E. coli O 26 showed a summer increase 
in prevalence, perhaps representing food-borne infection, 
since these organisms and O 114 have been found in animal 
infections (@rskov, 1951; Charter, 1956). 

Bacillary dysentery accounted for only 11.1% of all cases 
of diarrhoea. This and the low incidence of salmonella 
infection corresponds with the experience of Boardman, 
Cassel, and Kahn (1955), who studied 200 African children, 
but contrasts with the view put by Felsen (1945) that most 
cases of diarrhoea were demonstrably due to shigellosis. 
During and after epidemics shigellae may predominate 
temporarily, but any aetiological picture must alter as 


circumstances change. 


Faeces were examined from 1,135 children aged up 
to 4 years within five days of the onset of a diarrhoeal 
illness. Excess fat globules were found in 13.1% of 
these cases, and the significance of the finding is dis- 
cussed. Sh. sonnei was found in 11.1%, Salmonella 
species in 3.2%, and serological types of E. coli in 8%. 
The incidence of the latter and of Proteus species was 
very much higher in those under the age of 2 years. 
Diarrhoea was more common in winter than in summer 
months, and affected more boys than girls. 


We are grateful to the several laboratories which have carried 
out fat analyses for us, Much of the bacteriological technical 
work was carried out with great care and accuracy by Mr. J. H. 
Cowlard and Miss M. Kinsley, to whom our thanks are due. 
We are grateful to Dr. Joan Taylor, Colonel H. Bensted, and 
Dr. G. §. Wilson for reading the manuscript and for helpful 


advice. 
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Speaking on July 27 at Aston Hall Hospital, a mental 
deficiency hospital near Derby, the Minister of Health, 
Mr. R. H. TurTOoN, reviewed the problem presented by the 
long waiting-lists for beds in such hospitals. The position 
was far from satisfactory, he said. At the end of last year 
there were nearly 7,000 mentally deficient patients on local 
authorities’ waiting-lists, more than half of them really 
urgent cases; but in spite of wars and financial difficulties 
there were 51,334 patients in mental deficiency hospitals, 
although some of these hospitals, like Aston Hall, were 
very overcrowded. The Government's programmes for 
building “that we Wave at present approved or are con- 
sidering,” continued Mr. Turton, would provide 5,400 new 
beds for mental defectives. Of these beds 4,400 came into 
the centrally financed programme announced by his prede- 


' cessor two years ago. This was building work of essential 


national importance. “This was recognized,” said Mr. 
Turton, “ when the Government declared that nearly alone 
of all building programmes, this hospital building pro- 
gramme should suffer neither postponement nor cut.” 
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A FAMILY HISTORY OF UTERINE AND 
GASTRO-INTESTINAL CANCER 


BY 


DAVID SAVAGE, M.B., F.R.C.S., M.R.C.O.G. 
Registrar, Charing Cross Hospital 


Since Paget (1857) reported uterine cancer in a mother, 
daughter, and granddaughter, numerous pedigree charts 
showing familial occurrence of uterine cancer have been 
published. Atthill (1868) related that a woman of 28 
years, her mother, and two sisters died of uterine cancer, 
and Cullen (1900) reported cancer of the uterine body in 
three sisters. Hutchinson (1901) details a family in which 
the grandmother, mother, two maternal aunts, and two 
sisters all died from uterine cancer. 

Sir Halliday Croom (1912) recorded uterine cancer in 
identical twins. Both began to menstruate on the same 
day ; both developed menorrhagia at the age of 30 years ; 
both reached the menopause at 50. At 53 years one sister 
had the uterus removed; it contained a degenerating 
fibroid and a fundal carcinoma. Her sister died in the 
same year, and necropsy revealed a uterus with a de- 
generating fibroid and a carcinoma of the fundus. 

More recently, Auvray (1927) reported cancer of the 
corpus uteri in a grandmother, mother, and daughter ; 
and Purdie (1944) recorded that two sisters, one a multi- 
para of 34 and the other a nullipara of 32 years, had 
cancer of the corpus, their mother having died from 
rectal cancer. 

Warthin (1913, 1925) investigated a very compre- 
hensive pedigree of “ family G.” The family consisted 
of 146 members, of whom 28 died from cancer. In 
females the cancers predominantly involved the uterus 
and in males the gastro-intestinal tract. The uterine 
cancers were all adenocarcinomas. When followed up 
in 1936, 174 members had reached the age of 25 years. 
There were 43 cancers in 41 members, and with two 
exceptions all involved the gastro-intestinal tract or 
uterus. The 23 uterine cancers were endometrial in 
origin, and no cancers of the cervix were found. 

Cholewa (1932) published two family pedigrees show- 
ing a genetically determined localization of cancer. In 
one of the families the mother had cancer of the uterus 
and the father carcinoma of the stomach. Of the eight 
children, one of three sons died from gastric cancer and 
three of five daughters died from uterine cancer. In the 
other family the mother developed uterine cancer at the 
age of 70, unilateral breast cancer at 71, and breast 
cancer in the other side at 72, from which she died. Two 
sons were cancer-free, but of 10 daughters three have 
died from uterine cancer, one from ovarian cancer, and 
one from breast cancer. 


History of “ Family N” 

In three generations there are 19 members of this family, 
and nine members have had confirmed cancers (see Family 
Tree). One of the four male members has had cancer and 
died, and of the 15 female members eight have had cancer 
and six have died : one had carcinoma of the rectum, one 
had carcinoma of the stomach, and four had carcinoma of 
the uterus (see Table). The two surviving females had 
multiple primary cancers and are still alive. 

Case 9.—In November, 1949, when the patient was 48, total 
hysterectomy and bilateral salpingo-oophorectomy were per- 
formed and a uterus containing a small intramural fibroid and 
a columnar-cell papillary adenocarcinoma of the body was 
removed. The patient kept well until January, 1956, when a mass 
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developed in the right ihac fossa Laparotomy revealed two 
carcinomas ; a mucoid adenocarcinoma in the ascending colon 
and a poorly differentiated columnar-cell adenocarcinoma ol 
the transverse colon There were metastases in the adjacent 
lymph nodes, and both tumours had penetrated the muscle coat 
of the colon. A right hemicolectomy was performed 

Case 15.—In May, 1954, laparotomy, performed at the age 
of 46, revealed a carcinomatous ulcer of the caecum without in- 
volvement of mesenteric glands. The patient remained well until 
June, 1955, when an ovarian cyst was found filling the right half 
of the pelvis and causing lower abdominal pain. Right oophorec- 
tomy and subtotal hysierectomy were performed, and section of 
the cyst revealed an adenocarcinoma of the ovary with necrosis 
and suppuration. The uterus contained multiple fibroids and the 
endometrium was hyperplastic, but no evidence of malignancy 
was found 

In two members of “family N“ (Cases 6 and 14) the 
cause of death could not be traced. In one member (Case 
2) the cause of death was certified as “ diverticulitis.” The 
hospital records of this case are scanty, but it is known that 
the patient was admitted with a mass in the left iliac fossa. 
The uterus was noted to be retroverted but otherwise 
normal. The patient was treated with a succession of 
enemata and purgatives, and died five months later. The 
last note made before her death was “ per rectum—nil.” No 
post-mortem examination was performed. This case has 
been classified as a non-cancer death although the case 
history strongly suggests the presence of a colon carcinoma. 
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Discussion 

Brobeck (1949) traced the relatives of 90 cases of corporeal 
cancer, comparing them with the relatives of unselected non- 
cancer controls. He concluded that in relatives of patients 
with cancer of the corpus uteri the incidence of uterine or 
mammary cancer is 50°, higher than among relatives of 
non-cancer controls. This increased incidence is mainly 
found in near relations (sisters and mothers). He was un- 
able to find an increase in uterine caneer among the rela- 
tions of 200 patients with cervical cancer. It would appear 
that a genetic factor operates in corporeal but not in cervical 
cancers, and of the five cases of uterine cancer in “ family 
N™ four were carcinomas of the uterine body, and in one 
patient (Case 7) a cervical biopsy showed a columnar-cell 
carcinoma. 

Brobeck (1949) further points out that pedigrees are of 
importance in the study of cancer only if information is 
available for all the members of the family group, together 
with sufficient registration of deaths due to cancer, prefer- 
ably accompanied by reports of necropsies and microscopical 
examinations. In “family N™ all nine cases of cancer 
were confirmed at operation or necropsy, and microscopy of 
the tumours was performed in six. In all the cases examined 
microscopically the tumour was an adenocarcinoma except 
Case 8, in which an anaplastic tumour was found. This 
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Details of “ Family N” 


No. Year Age Cancer . 
Generation | in Sex of at Yesor | Site le How Findings oe ey 
| Chart Birth Death No | Confirmed | | to Cancer 
Ist i F 1884 6 Yes | Rectum Necropsy | Carcinoma of rectum 
2nd | 2 1874 $5 No | - Diverticulitis 
F 1878 47 Yes | Stomach} Operatior) Carcinoma of stomach 
4 M 1881 75 No Influenz 
1884 Yes Stomach | Operatior| Carcinoma of stomach 
? 
3rd 7 F 1899 48 Yes | Uterus | Biopsy December, “1937: “cervical biopsy—columnar-cell - 
carcinoma. Treated with radium 
901 4) | Operation! December, 1940: subtotal hysterectomy for fibroids. 
Histology—anaplastic spheroidal-cel! carcinoma of 
_uterine body 
I 1901 Alive - o November, 1949: Panhysterectomy for columnar-cell - 
Papillary adenocarcinoma of uterus 
Colon | January, 1956: right hemicolectomy for two primary _ 
14 F 1906 45 ? 
1s F 1908 Alive Yes | Caecum | Operation) May, 1954: right hemicolectomy for carcinomatous a 
ulcer of caecum 
Ovary | June, 1955: right oophorectomy and subtotal hysterec- — 
tomy for adenocarcinoma of ovary. Uterus con- 
tained fibroids and hyperplastic endometrium buy 
909 Uterus | April, hysterectomy for adenocar- - 
: 3 cinoma of uterus with secondary carcinoma of ova 
17 1912 38 September, 1949: total hysterectomy for adenoca: “4 
| | —— of uterus with secondary adenocarcinoma of 
| y 
18 F | 1913 | Alive | No | — | October, 1953: total hysterectomy for fibroids—no 
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predominance of adenocarcinoma in the studies of cancer 
pedigrees is emphasized by Schinz and Buschke (1935). 

Murphy (1952) compared the incidence of cancer among 
the female relations of 201 women suffering from cancer of 
the uterus with that in 215 control families. He concluded 
that hereditary factors increase the frequency with which 
cancer appears in the uterus in the relations of uterine 
cancer cases but does not significantly predispose to cancer 
in other sites, thus confirming Brobeck’s (1949) findings. 

Penrose et al. (1948) reached similar conclusions in a com- 
prehensive investigation of the families of 510 cases of 
breast cancer. They found that breast cancer occurred with 
significantly increased frequency in the sisters and mothers 
of the breast-cancer cases. The rate of mon-mammary 
malignant disease in these and other relations was not in- 
creased. 

In “family N” the age at death is reduced in each 
generation, the average age at death of those members 
dying from cancer in each of the three generations so far 
studied being 76, 54, and 43 years. It should be noted, how- 
ever, that cancer in the first two generations involved the 
gastro-intestinal tract, and in the third generation pre- 
dominantly the uterus. This tendency for each succeeding 
generation to die from cancer at a progressively early age 
occurred in Warthin’s (1925) “ family G.” 

In many of the previously reported pedigrees, the male 
members have a tendency to gastro-intestinal tumours, 
whilst in the females cancer of the a body pre- 
dominates ; this occurred in “family N,” the only male 
cancer death being due to carcinoma of the stomach (Case 
5), and of the eight female members with cancer five have 
had primary cancer of the uterus. 


Summary 

Nine of the 19 members of a family in three genera- 
tions (“ family N ”) have had 12 confirmed primary can- 
cers. No significant conclusion can be drawn from this 
observation, since cancer is bound to occur with excep- 
tional frequency in a certain number of families simply 
because of its high incidence in the general population. 
It would, however, appear likely that a genetic influence 
in this family predisposes to uterine and gastro-intestinal 
cancer. 


I wish to thank Professor L. S. Penrose for his advice on the 
genetic aspects of this family, and Mr. Humphrey Arthure, who 
had under his care the original proband (Case 13), for his help 
and encouragement. 
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The British Standards Institution announces the publica- 
tion of two British Standards for sphygmomanometers. They 
relate to the mercury and to the aneroid type respectively. 
The standards were prepared on the basis of the joint experi- 
ence of manufacturers and of the medical profession in 
relation to the factors leading to general technical efficiency. 
Provision is made for quality of materials and certain design 
features. British Standards 2743 and 2744 may be obtained 
from the Sales Branch of the British Standards Institution, 
2, Park Street, W.1, price 3s. 
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TRENDELENBURG TILT 
AN OBSOLETE POSITION 


J. M. INGLIS, M.B., F.F.A.R.CS., D.A. 
Consultant Anaesthetist, United Birmingham Hospitals 


AND 


B. N. BROOKE, M.D., M.Chir., F.R.C.S, 
Reader in Surgery, University of Birmingham 


The Trendelenburg position, providing steep head~down 
inclination of the anaesthetized patient, was originally 
devised to assist the surgeon working in the pelvis ; this 
it did by maintaining the small bowel within the upper 
abdomen through the aid of gravity. This extreme 
position came into use as a necessary aid at a time 
when anaesthesia produced a degree of relaxation less 
perfect than can now be achieved as a result of the intro- 
duction of relaxing agents, and when the nature of the 
patient's breathing in the deeper planes of anaesthesia 
was often jerky and rapid. To-day with the aid of 
relaxants and balanced anaesthesia it has become 
possible to prevent the encroachment of the upper 
abdominal contents upon the pelvic fields without 
moving the patient from the horizontal position; in 
most cases two abdominal packs are all that are required 
to hold back those viscera with mesenteric attachment. 
Nevertheless, Trendelenburg’s position is still popular in 
gynaecological, urological, and proctological practice. 


Fic. 1.—A vertical radiograph and outline drawing of the pelvis 
with the patient lying horizontally. 
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Fic. 2.—A vertical radiograph and outline drawing of the same 

patient in 30 degrees of Trendelenburg tilt, revealing the narrow 

angle of vision into the pelvis and the degree to which the 

symphysis pubis obscures the sacrum and the pelvic viscera which 
must lie in front of it. 


Apart from the question of encroachment of viscera 
it is commonly thought that better access to the pelvic 
cavity can be gained when the patient's head is lower 
than the pelvis itself. In fact, the reverse is true, for 
the more the patient’s head is lowered in relation to 
the pelvis the further does the symphysis pubis move 
over to obscure the contents thereof (Figs. 1 and 2). In 
order to obtain direct vision the surgeon standing on 
the patient's left must then incline to his right, a tiring 
position to maintain for long periods. When the patient 
is horizontal direct vision into the pelvis can be gained, 
as is normally achieved for other approaches within 
the abdomen, by both surgeon and assistants without 
their recourse to bodily contortion. Nevertheless the 
stance and viewpoint which result from the Trendelen- 
burg position are used routinely by the majority of pelvic 
surgeons, who are, indeed, conditioned to its use by their 
training. 

Surgical access has been the prime consideration in 
using steep Trendelenburg tilt, but in fact such access 
is in most cases made more difficult by the tilt imparted 
to the pelvis and the inclination from vertical of the 
line of vision. There is therefore a surgical reason for 
abandoning the steep Trendelenburg position ; from the 
anaesthetist’s point of view there are more cogent reasons 
why such head-down tilt should be discontinued. 
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Disadvantages of the Tilt 

Embarrassment of Respiration —I\Impairment of tidal e» 
change with consequent reduction in minute ventilation 
resul’s in inadequate expansion of the lungs—particularly 
the lower lobes. Such impairment may result from depressed 
respiration with high relaxant dosage or from “ diaphrag- 
matic splinting,” when the whole of the weight of the 
abdominal contents lies heavily upon the under surface of 
the diaphragm in the Trendelenburg position. In this posi- 
tion the partially curarized diaphragm has to make its 
“descent” against the force of gravity and the weight of 
the abdominal viscera together with the abdominal packs 
used to contain them. Controlled breathing will overcome 
this difficulty, but it is doubtful whether it is advisable or 
indeed justifiable to employ controlled respiration upon all 
cases of this type. 

Vasomotor Failure—Vasomotor tone may become de- 
pressed during operation. Under normal conditions, with 
the patient horizontal, this will become manifest as a fall 
in blood pressure in the presence of a steady pulse rate 
(Inglis, 1952). When head-down tilt is adopted this type 
of vasomotor collapse is masked and no fall in blood pres- 
sure may be seen. In the absence of an increased pulse 
rate there may be no other indication of collapse until the 
horizontal position is resumed ; a marked and dangerous fall 
in blood pressure may then become manifest at a time when 
the operation has been completed. 

Venous Return.—The venous return from the lower limbs 
and abdomen is assisted when the Trendelenburg position is 
adopted. Where right-sided cardiac function is impaired 
the increased venous inflow can result in congestion and 
embarrassment of heart action. 

Cerebral Circulation.—Owing in part to the same mechan- 
ism and in part to the reversal of the normal gravitational 
pull, the venous return from the head will be slowed down. 
Thus the cerebral circulation may stagnate, with an increased 
tendency to cerebral thrombosis. 

Gastric Regurgitation —Regurgitation of stomach contents 
is a very real danger, especially in emergency cases. A 
cuffed endotracheal tube with free drainage from the pharynx 
is an essential safety factor whenever the Trendelenburg 
position is used ; without this, aspiration of gastric contents 
becomes a real danger with flooding of the chest when the 
horizontal is resumed. Respiratory secretions may also 
gravitate down the endotracheal tube and repeated suction 
become necessary. 

Nerve Palsies.—Of recent years many instances of brachial 
plexus palsies following the use of arm-boards on anaes- 
thetized patients have occurred. Such palsies are more 
prone to occur when arm-boards are used in conjunction 
with Trendelenburg tilt, since the force of gravity tends to 
increase the angle of abduction of the arm. Shoulder-rests 
can, if incorrectly placed, result in plexus damage from 
pressure in the supraclavicular fossa ; indeed, elaborate and 
expensive devices have been described to obviate this. 


Conclusions 

From the anaesthetic aspect no advantages accrue 
from the routine use of the Trendelenburg position. It 
is of value as an emergency measure in collapse or in 
sudden vomiting ; as a routine it may add to the dangers 
and difficulties of anaesthesia. Steep Trendelenburg 
position is not essential for operating within the pelvis, 
and its use is for the most part a relic of difficulties 
experienced in the past ; nevertheless it continues to be 
employed largely as a matter of custom. With modern 
relaxants operative approach to the pelvis is facilitated, 
and the patient may be kept horizontal, a posture which 
invokes fewer complications than the Trendelenburg 
position and permits more direct vision into the pelvis. 


REFERENCE 
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Medical Memoranda 


Torsion of the Spermatic Cord: A Plea for 
Manipulative Reduction 


The accepted treatment of torsion ci the spermatic cord 
is operative reduction. That this is a comparatively rare 
surgical emergency all surgeons will readily admit. As 
O’Conor (1933) pointed out, however, the condition is prob- 
ably much commoner than is generally realized, most cases 
never reaching a surgeon, and, in fact, never being diagnosed 
at all. They are looked upon by their doctor as cases of 
simple orchitis, and treated conservatively. If no attempt 
is made to reduce the torsion the pain will disappear after 
two to five days, and the swelling will disappear by the 
end of 10 days or a fortnight. Only if the doctor sees the 
case a long time afterwards, and notices that the patient has 
one atrophic testicle, will he have a chance of recognizing 
his mistake. One wonders whether it is impressed strongly 
enough on the young doctor that orchitis is extremely rare, 
while torsion of the testis is comparatively common in the 
young subject. 

The results of operative reduction are unfortunately ex- 
tremely bad, and most figures go to show that approximately 
50% develop subsequent atrophy of the testis. 

The reason for this is presumably the testicle’s intolerance 
to ischaemia, and it is therefore of the utmost importance 
that reduction should be carried out at the earliest possible 
moment. The period elapsing between the consultation in 
the doctor's surgery and the operating table may be just 
sufficient to make the difference between a lost and a saved 
testis. If the patient has the normal complement of two 
testes, this may be of small importance, but it is very 
different if only one is present, and there is always the 
danger of mumps striking down the other later. Where the 
testis is fully descended non-operative reduction is often 
an exceedingly simple manceuvre, which can be carried out 
by any doctor in his surgery or in the patient's home. 

This non-operative treatment has not been advocated in 
this country on the grounds that failure to fix the testis 
may result in recurrence. This seems a most inadequate 
argument, as orchidopexy can always be performed at a 
later date if necessary, and, if immediate manual reduction 
may save the patient from a 50% chance of losing his testis, 
surely it is something which must be attempted. 


Case REPORT 

A man aged 21 was admitted to hospital at 9.30 a.m. 
on April 2, 1955, with the diagnosis, by his private doctor, 
of torsion of the left testicle. Sudden pain had developed 
in the left testicle 14 hours before admission, and had 
persisted. On examination there was a tender swelling in 
the lower end of the left inguinal canal, about the size of 
a grape, and the left testis was retracted up to the top of the 
scrotum. This appeared to be an early case of torsion of 
the spermatic cord in a patient with a normal scrotal testis 
and the ideal subject for non-operative reduction. The testis 
was gently rocked to see which way the torsion had occurred, 
and then rotated in an anti-clockwise manner. The swelling 
in the cord became smaller, and the pain diminished. A 
further untwisting, and the lump disappeared altogether, and 
the testis dropped down to the bottom of the scrotum. There 
was no further pain, and no swelling of the testis occurred, 
the patient being discharged from hospital the next morning. 
One cannot, of course, say for certain whether or not atrophy 
will develop in this case, but as there had been no swelling 
of the testis and no hydrocele one feels that there is little 
doubt but that reduction was performed before any serious 
vascular changes had taken place. 

Rosi Burkitt, M.D., F.R.C.S., F.R.C.S.L, 
Upton Hospital, Slough. 
REFERENCE 
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Acute Bilateral Retrobulbar Neuritis 


In June, 1954, a clergyman aged 42 complained of dimness 
of vision of the left eye and neuralgia over the left frontal 
region. Within 48 hours the left vision was limited to 
counting fingers. Ocular movements were full but painful, 
and there was tenderness on palpation over the insertion 
of the superior rectus muscle. The pupil reaction to light 
was of the typical Marcus Gunn type. The optic disk 
was normal. Acute retrobulbar neuritis was diagnosed. 
Five days later there was blurring of the disk margin, with 
no perception of tight. Ten days later the optic disk was 
definitely pale. Throughout these events the right vision 
was 6/6 and the right eye normal. 

In view of the severity of the left visual loss he was 
admitted to hospital. The Wassermann reaction, E.N.T. 
examination, blood count, x-ray film of the skull, and 
examination of the teeth all showed no abnormality ; neuro- 
logical examination revealed, apart from the ocular changes, 
no abnormality in the central nervous system. Eleven days 
after the onset of symptoms in the left eye he suddenly 
found that the smaller newspaper print could not be seen 
by the right eye. The right ocular movements were full, 
with no pain on movement or tenderness on palpation. The 
reaction of the right pupil to direct light was poorly sus- 
tained. The right optic disk and the fundus appeared 
normal. Within 24 hours the right vision had fallen to 
6/18. The right peripheral field was temporally contracted 
midway to fixation point. A considerable scotoma extending 
to 30 degrees above and below and to the temporal side 
of the fixation point was present. 

Corticotrophin, 10 units six-hourly, was given. After 
three injections the right vision recovered to 6/9. The right 
optic disk was slightly paler than normal, but there was no 
oedema of the disk or fullness of the veins. There was 
pallor of the left optic disk—a rather surprising finding in 
view of the brief history. The right visual field was full 
to 3/330, but on the Bjerrum screen there was a small 
scotoma on the temporal side only, partial to 2/1000 in 
a semicircle up to 6 degrees from the fixation point and 
complete in a further 2 degrees semicircle external to this. 
It was considered that the only possible diagnosis was 
bilateral retrobulbar neuritis of the nature of Devic’s 
disease. 

Corticotrophin, 10 units six-hourly, was continued for 
10 days, after which the vision began to fail again and a 
further scotoma developed. Corticotrophin was increased 
to 50 units in 24 hours and continued at this level for 17 
days. Then 20 units in 24 hours was given, and this amount 
was gradually lowered until corticotrophin was discontinued 
altogether 10 days later. By that time the right vision had 
recovered to 6/6 and Jaeger 1. The peripheral field was 
full. Only a minute partial scotoma remained in the lower 
temporal area. Twenty months later these findings for the 
right eye were unchanged. With the left eye hand move- 
ments are seen in the upper nasal field ; there is no projection 
of light elsewhere. 

At no time has there been any associated myelitis, but 
the two classical components of Devic’s disease are by no 
means invariably associated. The severity of the attacks of 
bilateral retrobulbar neuritis, their close association in time, 
the response to corticotrophin therapy, and the complete 
absence, then or subsequently, of any other abnormal signs 
in the central nervous systern are very strongly suggestive 
that this was, in fact, an incomplete form of neuromyelitis 
optica rather than a manifestation of other demyelinating 
diseases of the central nervous system, such as a multiple 


sclerosis. 


I thank Dr. Mark Lester for watching this case and Mr. 
A. J. B. Goldsmith for kindly confirming the ophthalmic findings. 


Doris Rose, M.R.C.S., D.O.M.S., 
Ophthalmic Surgeon, Eastbourne Hospital Group. 
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Leukoplakia of the Bladder 


Leukoplakia of the bladder, whether alone or associated 
with similar changes in the upper urinary tract, would 
appear to be rare enough to warrant comment whenever 4 
case arises 

Case REPORT 

A man aged 59 was admitted to this hospital in April, 
1950, with severe haematuria. He was anaemic-looking and 
had a blood pressure of 160/80 mm. Hg. The bladder was 
not palpable abdominally, the kidneys did not appear clini- 
cally to be enlarged, and rectal examination suggested no 
abnormality of prostate or seminal vesicles. Neither was 
any abnormality found in other systems. A provisional 
diagnosis of vesical neoplasm was made. As his haemo- 
globin was only 53% a blood transfusion was given, and 
this was repeated twice in the subsequent few days. 

His Wassermann reaction was negative, and intravenous 
pyelography showed the kidneys to be normal. Ten days 
after admission he 
developed clot re- 
tention, and supra- 
pubic cystotomy 
was performed by 
one of us (L. M. Z.). 
After evacuation 
of many clots no 
evidence of vesical 
neoplasm could be 
found and a clear 
efflux was observed 
from both ureteric 
orifices. The 
bladder mucous 
membrane had a 
peculiar white ap- 
pearance and was 
very smooth. A 
biopsy of the 
bladder wall was 
taken and the 
bladder closed 
round a suprapubic 
tube. The histo- 
logical report 
stated: “The 
covering epi- 
thelium is com- 
posed entirely of 
keratinizing epidermoid type with eleidin granules. There 
is subacute inflammation in the subjacent connective tissue, 
and beneath this is smooth muscle. The epithelium is re- 
markable if it comes from the bladder, as it does not at all 
resemble normal vesical epithelium.” (See Figure.) As it 
did in fact come from the bladder a diagnosis of leukoplakia 
was made. After operation the bleeding slowly subsided 
and the suprapubic fistula was allowed to heal. The patient 
was discharged 27 days after operation, passing clear urine 
quite normally. 

He remained symptom-free until November, 1952, when 
he was again admitted with fairly severe haematuria. This 
persisted, and as cystoscopy was unsatisfactory and it was 
feared that a squamous carcinoma might now have devel- 
oped, the bladder was again opened. The state of affairs 
was exactly as before and no growth could be seen. Histo- 
logical examination of a further biopsy merely confirmed 
the previous findings. Again the bleeding settled after the 
cystotomy, and he was discharged after 26 days. 

Since 1952 he has had very little haemorrhage, but the 
suprapubic scar has broken down three times, and there 
has been leakage of urine. Each time, however, it has 
healed readily after urethral bouginage and antibiotic treat- 
ment. 

Cystoscopy was last performed in December, 1954, and 
showed a whitish bladder mucosa with much fibrinous 


Low-power view of bladder wall. (x 114.) 
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debris on its walls due to superadded infection. There was 
no haematuria, but the urine was rather dirty and foul- 
smelling, and yielded a heavy growth of Pseudomonas 
aeruginosa which was insensitive to all antibiotics except 
polymyxin. The haemoglobin was 87% and the blood urea 
30 mg. per 100 ml. 


DISCUSSION 


Leukoplakia of the urinary bladder was first described 
by Rokitansky in 1861, and has been the subject of much 
controversy ever since. Up to 1929 Patch could find only 
123 cases in the literature, including cases where the kidneys 
and ureters as well as the bladder were involved. Connery 
(1953) found only 45 cases of proved leukoplakia of the 
bladder in the records of the Mayo Clinic covering the years 
1915 to 1947. 

Leukoplakia is a disease of undetermined aetiology in- 
volving mucous membrane. It is characterized by an epi- 
dermoid metaplasia in various stages of keratinization, and 
histologically the end-result closely resembles normal skin. 
Though the true aetiology remains obscure, most writers 
strongly favour chronic infection or chronic irritation as 
the most likely cause. Another theory is that vitamin-A 
deficiency may be a factor in causation, and a number of 
cases have been associated with a positive Wassermann re- 
action. It has hitherto been generally agreed that leuko- 
plakia is a precursor of squamous carcinoma, but recent 
work suggests that this is incorrect, although the condition 
itself is still considered irreversible. Our own experience 
gives us no reason to suspect that the condition is pre- 
cancerous. 

From the cases reported it appears that leukoplakia of 
the bladder is three times as common in the male as in 
the female, and is most frequent in the fifth decade of life. 
The usual urinary symptoms are haematuria and dysuria, 
but these are probably due to the superimposed chronic 
cystitis. Clinically the picture may be confused by such 
symptoms as loss of weight, fever, nausea, and vomiting. 
X-ray examination of the kidneys and bladder usually 
reveals no abnormality, so that most investigators consider 
that diagnosis before operation is highly improbable. How- 
ever, the appearance of desquamated epithelial tissue in the 
urine must be considered pathognomonic. The bladder 
appears to be the most common site of leukoplakia in the 
urinary tract, and the renal pelvis to be less often affected, 
while it is estimated that in only 10% of cases of the latter 
is the bladder also involved. 

Various methods of treating the condition have been 
suggested, including massive doses of vitamin A and a full 
course of antibiotic therapy, for which aureomycin is con- 
sidered best. Winsbury-White (1932) reports a case of 
leukoplakia in which radium implanted into an ulcerated 
area at the base of the bladder led to the healing of a 
suprapubic fistula created during a diagnostic cystotomy. 
Ewert and Hoffman (1944) report good effect from instilla- 
tion of sterile cod-liver oil into the bladder, and Helfert 
and Bremen (1953) claim apparent arrest of renal leuko- 
plakia with bladder involvement following a course of 
A.C.T.H. As a preventive measure the thorough treatment 
of chronic urinary infection is emphasized, and the treat- 
ment of tertiary syphilis if this is also present. 


Our thanks’ are due to Dr. A. J. McCall for the histological 
reports and te Dr. W. G. D. Caldwell for the photograph. 


L. M. Zinex, M.D., F.R.C.S.Ed., 
Visiting Surgeon. 
H. S. Trarrorp, M.B., F.R.C.S.Ed., 
Senior Casualty Officer. 
North Staffordshire Royal Infirmary, 
rent. 
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The mounting evidence on the value of Diamox Acetazolamide indicates 
that the drug has considerable potentialities in epilepsy. Different workers 
have found that the drug shows marked seizure-controlling properties in a 
high proportion of patients treated. For example, of 70 patients treated 
with Drtamox after resisting every other form of drug, only 2 showed no 
improvement. (Lancet, 1 : 304, 1956.) D1tamox has given good results in 
epilepsy when used alone and in combination with other anticonvulsants. 
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«An accompaniment to life 


For many people, life is played to a 
continuous accompaniment on the drums. 
It is in these tense, anxious patients 
that Equanil has proved so outstandingly 
successful. Equanil restores repose 
safely, reliably and effectively, 

wn enabling such patients to get back 


quickly into the swing of a normal life. 
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* Neo-Mercazole rapidly and effectively controls thyrotoxicosis. 


* Neo-Mercazole easily replaces other antithyroid drugs in treatment. 


Thus, one 50 mg. tablet of methylthiouracil is equivalent to one 5 mg. 
tablet of Neo-Mercazole. 


* Neo-Mercazole is far less likely than other antithyroid drugs to 


cause side-effects such as skin rashes or joint pains. 


* Neo-Mercazole does not significantly alter the size, vascularity or 


hardness of the gland. 
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Reviews 


ABDOMINAL SURGERY 


Texibook of British Surgery. Volume 1: The Abdomen. 
Edited by Sir Henry Souttar, C.B.E., D.M., A 
(Pp. 547+viii; illustrated. £5 Ss.) London: William 
Heinemana Medical Books Ltd. 1956. 
Whether one likes it or not, textbooks and examinations 
occupy such a key position in the educational system that 
the appearance of a new textbook designed to meet the 
requirements of “ candidates for the higher examinations in 
surgery "—in this country the final F.R.C.S.—is an impor- 
tant event. The present work is the first of three volumes 
under the editorship of Sir Henry Souttar, to which even- 
tually forty different authors will contribute. The two ques- 
tions to which one seeks answers are: Has the editor chosen 
his contributors well, and has he moulded their contribu- 
tions into an organic whole? For a textbook should be 
more than a mere collection of individual contributions, and 
should have a general educative as well as a detailed instruc- 
tional value. It will not be possible to give a final answer 
to the second question until all three volumes are available, 
particularly since the volume dealing with the main general 
principles of surgery will apparently be the last to appear. 
But the sample provided by the fourteen authors who con- 
tribute to this first volume on the abdomen should enable 
one to hazard a close guess to the answer to the first 
question. 

The thing that at once impresses and refreshes is that. 
while all fourteen authors will from their experience and 
status be accepted as authoritative, almost all are distin- 
guished by not being burdened by an excessive seniority. 
The general jevel of contributions is high, and it may be a 
little invidious to particularize. But perhaps special men- 
tion may be made of Mr. Rodney Smith’s article on intes- 
tinal obstruction, which is surely destined to become a classic 
and a model of what a textbook article should be; while 
Mr. Lees Ferguson manages to invest his article on the now 
somewhat pedestrian, though still very important, subjects 
of appendicitis and peritonitis with an originality and 
literary charm which are only marred by a slightly tedious 
catalogue of differential diagnoses. The line drawings of 
Professor Goligher’s excellent article on the stomach and 
duodenum make one regret that in other chapters similar 
line drawings have not replaced some of the photographs. 
And there are other excellent chapters that space will not 
allow mention of. In all the articles details of operative 
treatment are given in much greater measure than is usual 
in a textbook of surgery as opposed to a textbook of opera- 
tive surgery, and this seems a very useful innovation. On 
the debit side, the criticism may perhaps be made that in 
two of the sections—those on the gall-bladder and on hernia 
—classification and a desire for completeness have been 
carried so far that it is a little difficult to see the wood for 
the trees. In spite of this, operative cholangiography, sur- 
prisingly enough, is not even mentioned, though Fig. 72, 
which is of a residual common-duct stone demonstrated in 
a post-operative cholangiogram, must have brought regret 
that the picture was not available before the abdomen was 
closed. 

Misprints are few, but the last line of (5) on page 475 is 
clearly one, and there would appear to be another on 
coloured plate III, on which an obvious almost pure chole- 
sterol stone is labelled “ pigment.” One brief, but not small, 
final point. Could not the title of the work be altered to 
the more correct “ British Textbook of Surgery”? A “ Text- 
book of British Surgery” has an implication of chauvinism 
unworthy of the subject. Surely surgery, even more so than 
“le militarisme” in the well-known aphorism of Georges 
Wolfromm, “n’a pas de patrie.” 


Davip Patey. 
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VETERINARY PARASITOLOGY 


Veterinary Parasitology. By Geoffrey Lapage, M.D., M.Sc., 

M.A., M.Inst.Biol. (Pp. 964+xvi; illustrated. 63s.) 

Edinburgh and London: Oliver and Boyd. 1956. 
Dr. Lapage was successively lecturer in parasitology at the 
Universities of Exeter, Manchester, and Cambridge ; subse- 
quently he was external examiner in veterinary parasitology. 
His book, which is well produced and weighs 4 Ib., reflects 
his long experience of the laboratory and classroom, In 
the first two chapters the general principles of parasitism 
and its effects upon the host are discussed. Then follow 
four sections, each of which is devoted to a phylum: 199 
pages to the roundworms, 29 pages to the flatworms, 361 
pages to the arthropods, and 152 pages to the protozoa. The 
systematic anatomy, life history, epidemiology, effects, and 
control measures of each species parasitic of domesticated 
animals in Britain and overseas are described fully and 
illustrated by 34 photographic plates and 694 text figures. 
A bibliography of 20 pages, which covers a wide range of 
specialist literature, is followed by a carefully arranged 
index. 

The quality of some of the text figures, which have been 
reproduced from old publications, could be improved. The 
bot flies at page 524 and on Plate 22 are misspelt. The 
high standard of the author’s work on the taxonomy is 
not maintained in the clinical sections. His description of 
pathology, symptomatology, and therapy tends to be a 
laboured compilation which lacks the convincing touch of 
the experienced veterinary clinician. The notion that the 
quality of an illness is measurable by the animal's age or 
the number of parasites in a sample of its faeces, also the 
confusion of tolerance with immunity, appear to be long 
a-dying among parasitologists. 

Tom Hare. 


AMERICAN ENDOCRINOLOGY 


Textbook of Endocrinology. Edited by Robert H. Williams, 
M. 2nd edition. ®p. 776+xii; illustrated. 91s.) Phila- 


delphia and London: B. Saunders Company. 1955. 


This is the second edition of a good textbook. The chapters 
on the adrenals, ovaries, pancreas, and parathyroids have 
been rewritten. Forsham and Thorn write on the adrenals, 
and Reifenstein on the parathyroids. These two sections 
are the real strength of the book ; in them the three authors 
display unrivalled experience and authority. Their work 
contains much information which cannot be found in any 
other texts; and they give an admirable account of diag- 
nostic techniques, of operations, and of drugs which are 
just coming into general use in Britain. However, even 
this 1955 edition contains no reference to Conn’s aldo- 
sterone tumour and the relation of hyperaldosteronaemia to 
the potassium-losing kidney. The chapter on laboratory 
diagnostic and assay procedures is a comprehensive and 
critical survey of techniques, both of those which are 
commonly employed and of those not yet generally 
available. 

Doughaday has succeeded Newburgh as the author 
writing on obesity, and in consequence there has been some 
change of emphasis. The patient with Cushing's syndrome 
is now allowed to be obese, and the curious shift in fat 
distribution in this disorder is mentioned though not ex- 
plained. Fiedgood’s chapter is now less speculative, but 
remains an interesting account of the psychological, neuro- 
logical, and biological relationships of endocrinology. The 
alterations in this essay and in the chapter on obesity have 
removed some, but not all, of the conflicting statements 
which marred the first edition of this book. 

Adopting Trousseau’s advice to the patient to “take it 
while it still cures,” one might say to the intending student 
of this book, “ Read it before it is out of date.” 


D. V. Hupete. 
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PREVENTION OF TETANUS 


During the 1914-18 war the introduction of routine 
passive immunization for all wounded reduced the 
incidence of tetanus in a few months from approxi- 
mately 8 to | per 1,000, and later this figure was 
lowered still further. Immunization in the civilian 
population had a like effect, but has never prevented 
tetanus entirely. The chief reasons for this partial 
failure are that many cases among civilians are due 
to wounds which are so trivial that they are not taken 
to a doctor, or, if taken, are considered too slight to 
merit antitoxin. In some cases no wound can be 
detected, perhaps because it is internal, or tetanus has 
followed conditions such as chronic ulcers, infected 
cavities, puerperal sepsis, and others in which its 
possibility is not suspected. For such reasons it is 
inevitable that a certain proportion slip through the 
net of passive immunization. A further disadvantage 
is that some patients are sensitive to horse serum, so 
that reactions when tetanus antitoxin is given are by 
no means rare and may be severe ; very occasionally 
they are fatal. Further, patients who receive it are 
not only sensitized to further injections of horse 
serum but the protective effect of a second injection 
is less than the first. 

In the 1939-45 war active immunization by toxoid 
was Carried out on a large scale in the Allied armies, 
and the results were remarkably successful. In the 
British Army two injections of toxoid were given at 
an interval of not less than six weeks, with a further 
reinforcing dose at yearly intervals during service. If 
a man was wounded he was given antitoxin as soon as 
possible or, in the American army, a further dose of 
toxoid. The results of both these procedures were 
highly satisfactory. Reactions to toxoid were slight 
and rare and there were no other disadvantages. 

How great was the success of active immunization 
is shown in a recent report of the Army Pathology 
Advisory Committee." This summarizes the results 
in detail and defines precisely the indications for both 
active and passive immunization in Service personnel. 


‘Barr, M., and Sachs, A., Army Pathology Advisory Committee Report, 
W.O. Code, No. 11262. . 
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The committee indicates that a person is to be con- 
sidered actively immunized for a period of six months 
if he has received two injections of toxoid, the second 
not less than six or more than twelve weeks after the 
first, and that he is to be considered immunized for a 
period of five years if he has received three injections of 
toxoid, the second not less than six weeks after the first 
and the third not less than six months and not more 
than twelve months after the second. It recommends 
that a dose of toxoid should be given immediately to all 
wounded men irrespective of whether they are 
actively immunized or not. In addition tetanus anti- 
toxin should be given as soon as possible after wound- 
ing to any non-immunized person and repeated at 
seven-day intervals at the medical officer’s discretion. 
In peacetime a reinforcing dose of toxoid for all 
actively immunized persons is recommended every 
five years. The evidence the committee gives sug- 
gests that thorough application of these rules would 
practically stamp out tetanus. 

By contrast active immunization of the civilian 
population in Britain is casual, and apart from those 
who have been in the Services the majority of the 
population have never had it ; consequently the prob- 
lem of prevention for civilians is a complicated one. 
In a recent paper N. H. Moynihan’ considers this 
aspect from the point of view of the casualty officer 
in hospital. Apart from the difficulty of deciding 
whether a particular wound needs antitoxin he is con- 
cerned with the frequency, inconvenience, and danger 
of reactions to horse serum following passive immu- 
nization, and the methods by which they may be 
mitigated. On inquiry at 37 hospitals in different 
parts of the country he found that 31 were still using 
the intradermal test of skin sensitivity as a guide to 
general or constitutional sensitivity, though this test 
is recognized to be unsatisfactory. This led him to 
investigate the practical outcome of this test on a 
series of 8,900 patients treated in three hospitals. It 
was found that, of these, 1,027 (11.5%) who were 
judged to need prophylaxis were not given it because 
the intradermal test was positive. A further 293 did 
not receive prophylactic antitoxin for other reasons: 
140 because they had had a previous injection within 
a period which varied from three weeks to 18 months, 
and this was erroneously deemed to be sufficient pro- 
tection by the doctor ; 70 because of a personal or 
familial history of allergy; 24 because a general 
reaction followed a sensitivity test dose; and 59 
because they refused. It is now known that effective 
protection following a dose of 1,500 units lasts for 
less than four weeks and may be as short as three 
days in patients who have had a previous injection. 
When it was found that these so-called positive skin 
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tests formed such a high proportion of the total, he 
carried out two further investigations, using physio- 
logical saline and tap water as controls against the 
test dose of antitoxic serum in 100 cases. The results 
showed that saline produced a similar reaction to anti- 
toxin in 47% and tap water in 28%. All of the 200 
patients were subsequently given the full dose of 
prophylactic antitoxin, and only 4.5% of these devel- 
oped serum sickness and 5.5%, a localized reaction at 
the site of injection. He emphasizes that the method 
of intradermal testing for sensitivity to horse serum 
which is at present used in so many hospitals is un- 
reliable and should be replaced by the “ trial dose ” 
method fully described by L. J. M. Laurent and H. J. 
Parish.’ This consists in preliminary subcutaneous 
injections of a small dose of serum with a view to 
testing the patient’s general reaction before giving a 
large one. Moynihan also draws attention to the 
important observation of G. Payling Wright and his 
colleagues* that previous injection of a soluble antigen 
leads to a much faster removal from the circulating 
blood of a second or subsequent injections and con- 
sequently curtails the prophylactic effect. They there- 
fore recommend that “ once a person has received an 
injection of any horse-serum antitoxin, irrespective of 
the disease for which it may have been given, that 
person should be promptly immunized against diph- 
theria and tetanus with the appropriate toxoid.” 
Moynihan points out that this recommendation was 
not carried out in 36 of the 37 hospitals he visited. 
The excellent results obtained with active immuni- 
zation in the Services contrasted with the 60 or so 
deaths from tetanus a year in the civilian population 
in England and Wales speak for themselves. 
Moynihan’s paper also shows clearly some of the 
difficulties inherent in the application of passive 
immunization, and his recommendation that every 
hospital should have written rules for the guidance of 
house officers is a sound one. His observation that 
there is no valid reason why active immunization 
should not be practised universally is sounder still. 


CO-OPERATIVE RESEARCH IN THE 
COMMONWEALTH 


During the early months of this year the East African 
and West African Councils for Medical Research 
held meetings, and in another part of the world an 
Advisory Committee for Medical Research in the 
British Caribbean Territories was created. These 
new international organizations have sprung into 
being during the last few years from a quickening 
consciousness of the need and opportunities for medi- 
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cal research in tropical parts of the Commonwealth ; 
and they have been generously and wisely aided by 
grants from Colonial Development and Welfare 
Funds. They constitute an important venture, promis- 
ing to benefit not only the peoples of the different 
tropical territories but also the progress of medical 
knowledge in general. The research being under- 
taken under the aegis of these organizations is wide 
in scope, and, although primarily oriented to the 
needs and opportunities of particular regions, it is 
already throwing light on problems of fundamental 
importance and general interest. Malaria, filariasis, 
and yellow fever and other virus diseases are promin- 
ent among the disorders being studied in East and 
West Africa ; and in the Gambia, in Nigeria, and in 
Tanganyika the effects of persistent malaria are being 
unravelled. In the Caribbean region malaria forms 
less of a problem, and in British Guiana, where 
formerly it was prevalent, it has now been almost 
completely eradicated. Work on virus disease is, 


however, going on there as in the other two regions, 


and in each it is mutually complementary—work done 
in one commonly helping in the interpretation and 
furthering of that done elsewhere. In West Africa, 
for example, it has been found that, although in many 
areas serological surveys indicate that yellow fever is 
highly endemic, the disease is seldom seen clinically. 
Cross-immunity has, however, been demonstrated 
between yellow-fever virus and West Nile and 
Uganda S viruses isolated in East Africa ; work is 
going on to determine whether these together with 
Zika and possibly other viruses are responsible for 
the serological changes which taken at their face value 
suggest previous infection with yellow fever. 

In Nigeria the life cycle of the chrysops fly—which 
conveys the filarial infection loaiasis—has been deter- 
mined, although 5 or 6 years ago virtually nothing 
was known of it. This knowledge opens the way to 
means of destroying the fly and eradicating the disease 
it conveys. Work is also to be undertaken for the 
West African Council for Medical Research on 
onchocerciasis, a filarial infection which is responsible 
for much blindness among Africans. Under the East 
African Council detailed studies are also in progress 
to determine the prevalence there of filarial infec- 
tions and the means whereby they may be controlled. 
Under the Council in Nigeria research on sweat re- 
sponses to increases in body temperature has thrown 
much light on the aetiology of heat hyperpyrexia, 
hitherto little understood. This work has already 
benefited men working in the mines and in especially 
warm industrial environments in the Tropics. In 
Nigeria, too, investigations have shown the high 
nutritive value and digestibility possessed by a flour 
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containing 50%, protein and prepared from the 
residue remaining when oil is expressed from ground- 
nuts. Work on milk substitutes made from plant 
proteins is in progress in Uganda. The scope of the 
research going on in the Caribbean was indicated by 
the conference held in connexion with the first meet- 
ing of the Advisory Committee for Medical Research 
in the British Caribbean and reported recently in this 
Journal.‘ Papers on yaws, vomiting sickness, veno- 
occlusive disease of the liver, and a non-nutritional 
neuropathic disorder were presented. 

In Britain research is being carried out under the 
Medical Research Council and at the Schools of 
Tropical Medicine in London and Liverpool which 
both stimulates and is complementary to that going 
on overseas. This research also is wide in its scope, 
being concerned with filarial infections, schistoso- 
miasis, nutrition, leprosy, tuberculosis, microbiology, 
protozoology, applied physiology, and the haemo- 
globinopathies. Research costs money, and the ex- 
penses of the work undertaken abroad have to date 
mostly been met by Governments of the territories 
concerned and by the Colonial Development and Wel- 
fare Fund. The function of the latter is to initiate 
schemes of value to the people of the Colonies, and 
the contribution from this source is therefore expected 
to be reduced in time and that from overseas Govern- 
ments to increase. It is to be hoped, however, that 
private persons and industrial concerns overseas will 
feel that these efforts are worthy of their support. 

These international research organizations repre- 
sent a new aspect of co-operative effort within the 
Commonwealth. But they represent more than that: 
they embody recognition of a basic truth in medical 
progress—that medical research is indivisible and that 
at any time knowledge gained anywhere may be in- 
dispensable elsewhere. It reflects great credit on the 
Colonial Medical Research Committee, which oper- 
ates under the joint auspices of the Colonial Office 
and the Medical Research Council, that its members 
have firmly grasped this truth and succeeded in 
giving it practical expression. Not only have they 
fostered the development of these overseas research 
bodies and organized complementary research in this 
country, but they have effectively linked the two 
together so that the free interchange of knowledge 
and co-operation, on which progress depends, is pro- 
vided for and stimulated. The way is now open for 
advantage to be taken of these opportunities to ad- 
vance medical knowledge, for men in this country 
and men in the Tropics to come together and to 
broaden and complement their experience to the 
mutual benefit of themselves and of their different 
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countries. Time, which changes political systems, 
customs, and alliances, does not alter problems of 
disease. The concept of these new affiliated research 
organizations seems, however, to be more deeply 
based, to rest on the requisites of medical progress 
itself. It is possible to hope, therefore, that they 
may represent the beginning of an enduring develop- 
ment. 


ORDEAL BY SPENS 


The statement issued to the press by the Ministry 
of Health after the meeting between the prefession’s 
representatives and the Minister on August | seems 
to have been ignored by most newspapers, with the 
notable exception of the Manchester Guardian. It 
appears in this week’s Supplement. The meeting 
between the two has been “adjourned pending the 
submission by the Committee of further particulars 
of the legal aspects of their claim.” Does this repre- 
sent a modification of the attitude expressed in Sir 
John Hawton’s letter that the Ministers do not accept 
the premises of the claim put forward by the Negoti- 
ating Committee ? It is important that the legal 
implications of the Government’s promises of 1946 
and 1948 should be unfolded. But what the medical 
profession will regard as more important is the moral 
obligation of successive governments, in the words of 
the Spens Reports, to maintain “in the future the 
proper social and economic status of general medical 
practice and its power to attract a suitable type of 
recruit,” and “ the proper social and economic status 
of specialist practice and its power to attract a suit- 
able type cf recruit, having regard to other forms of 
medical practice.” The examination of the legal 
position will take time. Parliament does not re- 
assemble until October. And the summer holidays 
have to be enjoyed in spite of the weather. The 
medical profession will have, therefore, to be patient 
in the meanwhile, but at least may gain comfort 
from the fact that the Minister’s “No!” has had 
the edge taken off its sharp and emphatic note. 


DIARRHOEA IN YOUNG CHILDREN 


Gastro-enteritis, once a major cause of death in babies, 
is following the trend of some other infectious diseases 
and becoming less of a scourge with each succeeding 
year. In 1947 the total number of deaths of babies 
under | year of age in England and Wales attributed 
to gastro-enteritis was 4,571 (5.13 per 1,000 live births), 
whereas in 1954 the figure was 461 (0.68 per 1,000). 
Such a change, though gratifying, cannot be accepted 
with complacency, for many babies develop this disease, 
and it is still the cause of much worry to clinicians, 
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particularly those in charge of institutions for young 
children. Modern methods of treatment, with carefully 
controlled fluid replacement and antibiotics, have played 
a large part in reducing the number of deaths. 

The study of juvenile diarrhoea by Dr. Mair Thomas 
and Miss Ruth Charter at p. 339 of the Journal this 
week is of particular interest in that it is concerned 
with the disease as seen in general practice, whereas 
most papers on this subject have described outbreaks 
occurring in institutions. A similar, though smaller, 
study has been reported by W. J. Smither.' Thomas 
and Charter find that the infecting organisms are rarely 
present in their material, a finding which contrasts with 
those of G. Ormiston and colleagues,” who investigated 
outbreaks in residential nurseries, where the evidence 
suggested that Giardia lamblia was of importance. In 
Britain Shigella sonnei is the most common cause of 
dysentery affecting the young child rather than the baby, 
as shown by Thomas and Charter and by A. I. Ross.* 
The majority of cases occur in the winter months. The 
results of R. I. Hutchison* suggest that spread may 
occur as the result of handling contaminated articles 
by children who are too young to understand the 
principles of hygiene. E. Hormaechi and colleagues,* 
working in Uruguay, found that many different Shigella 
species affected young babies, and accept it as a major 
cause of diarrhoea among babies in that country, as well 
as in older children. It would appear that dysentery 
may be a major cause of diarrhoea in babies in warm 
climates, whereas in temperate climates it is not. In 
1914 and in following years Proteus was regarded as the 
cause of infantile diarrhoea, and the careful work of 
D. M. Bertrand,* in which strains isolated from a London 
outbreak were identified by serological methods, pro- 
vides reasonable evidence that those views were correct. 
That Proteus is rarely found in epidemic gastro-enteritis 
at the present time has been noted by many workers, the 
only recent cases in this country which might be attri- 
buted to this cause being described by U. James and 
colleagues.’ It is doubtful if Proteus can be accepted 
at the present time as a cause of intestinal disease. 

Modern invéstigations have related various serological 
types of Escherichia coli to enteritis in young babies. 
Most of this work has been done on babies in hospitals 
or residential nurseries in countries with temperate 
climates. With this background, the results are that 
E. coli infection is high as compared with salmonella 
and shigella infections in babies under 1 year of age. 
The age incidence of E. coli infection has been investi- 
gated by J. C. McDonald and Charter* and J. Taylor 
and Charter in this country,® and by A. Friedman in 
Israel. '© Thomas and Charter also find that E. coli 
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infection is most common among young babies, but 
rather surprisingly find that type 0.26 is more frequent 
than others. The descriptions of institutional outbreaks 
have implicated many types, but usually not 0.26. The 
source of E. coli serotypes has been investigated by 
S. Thompson,'! who isolated certain serotypes from 
milk, cow, and chicken faeces, but there were differ- 
ences between the majority of animal strains and those 
from humans. Nevertheless, this work, and that of 
H. Fey,'* suggests that milk should be considered as 
a source of infection. Against this view is the fact that 
liquid milk is pasteurized and is rarely used as baby 
food, and that J. Papavassiliou has failed to isolate 
specific serotypes of E. coli from pasteurized milk in 
the London area. Dried cows’ milk is the usual baby 
food, but serotypes of E. coli have not been isolated 
from dried milk powder. The evidence presented by 
K. B. Rogers'* suggests that infection is spread as the 
result of direct or indirect contact between sick babies 
and other children. The work of Taylor and Charter'* 
has shown that the healthy carrier may also spread 
infection. 

Thomas and Charter describe the finding of fat 
globules in stools ; they believe them to be an indica- 
tion of an infective agent which they are unable to 
isolate by the usual methods of stool culture. They 
also suggest that this finding may indicate “ winter 
vomiting ” disease, which many workers in Britain 
believe may be caused by virus infection. The work 
of J. Gordon'® in the U°S.A. has shown that two 
different viruses have caused clinically similar diseases 
to some outbreaks of “winter vomiting” disease in 
Britain. Thomas and Charter state that some patients 
with steatorrhoea were found in household outbreaks 
of diarrhoea and vomiting. The suggestion that steator- 
rhoea may be a sign of virus diarrhoea is worth investi- 
gating in more detail. 


CHRONIC ARSENIC POISONING 


Arsenic, that standby of the mediaeval professional 
poisoner, is ubiquitous in nature and is commonly met 
with in industry. Arsenical compounds occur in the 
smelting and refining of ores, in the subliming of white 
arsenic, and in the manufacture of sheep dips, insecti- 
cides, weed-killers, and pharmaceutical substances, in 
some paints, dyes, and soaps, and in calico printing. In 
the past glucose, owing to arseniferous acids used in its 
manufacture, has conveyed arsenic into beer, confec- 
tionery, syrups, and other foodstuffs. Nevertheless, 
industrial processes result in relatively few cases of 
chronic arsenical poisoning, eight cases being reported 
during the years 1950 to 1954.' 

Poisoning has been reported from inhalation of 
dimethylarsine produced by moulds growing on wall- 
paper and from absorption of arsenical dusts from 
decorated ceilings and cornices. In a recent case before 
the Kensington magistrates’ court,? defendants sum- 
moned for not paying rates submitted a medical report 
stating they had been exposed to fumes from arsenic 
found in the wallpaper. But the commonest cause 
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of arsenic poisoning may be prolonged therapy with 
liquor arsenicalis. In the past such therapy was so 
commonly given in the treatment of psoriasis that when 
a psoriatic subject felt unwell the physician's first 
thought was that arsenic might be the cause. Arsenic 
affects the capillary beds and may damage renal 
glomeruli and tubules, and it may depress the bone 
marrow. It may cause encephalopathy, peripheral 
neuritis, and cirrhosis of the liver. Early signs of 
poisoning consist of weakness, falling hair, brittleness of 
nails, conjunctival injection, oedema of lower eyelids, 
and catarrhal inflammation of nose, throat, and larynx 
simulating coryza. Nausea, vomiting, and diarrhoea 
sometimes alternating with constipation occur. Mental 
hebetude may be associated with signs of peripheral 
neuritis affecting the legs more than the arms. 
Pigmentation of skin is common; it may be local or 
general and “rain-drop” or diffuse in character. 
Epithelial hyperplasia, with formation of keratoses, 
chiefly on palms and soles and less commonly on trunk 
and head, may appear within a month after the first 
ingestion of arsenic or not until thirty years after 
medication has been discontinued ; in 20% of patients 
with such keratoses, epitheliomata may appear either in 
the keratoses themselves or as superficial epitheliomata 
elsewhere on the body.* More recently it has been 
suggested that multiple internal carcinomata may 
develop.‘ Cancer of the skin from industrial processes 
appears to be rare but has occurred in sheep-dip workers. 
A relative excess of cancer Of skin and respiratory tract 
has been found in a group of workers exposed to 
inorganic arsenical dust.’ O. Neubauer* and A. N. 
Currie’ review the role of arsenic in carcinogenesis. 
Dusts may lead to flexural eczemas and pigmentation 
of head and neck, but painless perforation of the nasal 
septum is perhaps the most common and characteristic 
lesion in this group. Other industrial hazards arise from 
arsenuretted hydrogen, which acts as a haemolytic agent, 
and from organic arsenic compounds, which have 
vesicant as well as systemic effects. 

In the treatment of arsenic poisoning dimercaprol 
removes the inhibition of enzymes by arsenic, but cell 
damage may be irreversible and H. J. Wade and E. S. 
Frazer* found that hyperkeratoses or skin pigmentation 
did not improve from such treatment. In cases of 
chronic poisoning arsenic can be detected in urine or 
vomitus ; it may be retained in keratin, nails, and hair 
for a long time after ingestion. While the estimation of 
small quantities of arsenic is conventionally performed 
by the Gutzeit method or spectographic analysis, W. A. 
Dewar and J. M. A. Lenihan’ have recently described 
a case of chronic arsenical poisoning in which the arsenic 
content of skin, hair, and nails was determined by a 
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radioactivation technique. The specimens were placed 
in a nuclear reactor ; the induced radioactivity measured 
by Geiger counter provided an indication of the amount 
of the target element present in the orginal samples. 
Provided a source of sufficiently high neutron flux is 
available a much higher sensitivity is claimed for this 
method than for chemical methods.'’ Analysis by radio- 
activation was first suggested by G. V. Hevesy and H. 
Levi,'' but it was not a practical proposition until the 
advent of modern nuclear reactors, and was first applied 
to the estimation of arsenic in biological material by 
A. A. Smales and B. D. Pate.'* 


JELLY-FISH STINGS 


The stings of some jelly-fish, such as Chiropsalmus, the 
Japanese “ fire-medusa,” and Physalia, the “ Portuguese 
man-of-war,” can be serious or even fatal. The latter 
is brought near Britain only occasionally by freak storms, 
and it remains to be seen whether the recent storms have 
swept any to our coasts. Fortunately none of the five 
species found regularly in British waters is so dangerous. 
The commonest, Aurelia, marked with four purple rings 
on the bell, and the largest, Rhizostoma pulmo, recog- 
nizable by the absence of marginal tentacles and its pale 
blue colour, are harmless. The other three, however, 
may cause unpleasant and sometimes alarming effects. 
They all have long tentacles and can most easily be 
identified by the colour of the bell, which is blue or 
yellow in the two kinds of Cyanea and white with brown 
radial striations in Chrysaora isosceles. 

The exact nature of the poison with which they sting 
is unknown, but it is thought to be a mixture of pro- 
teins ; there is no foundation for the old belief that it 
is formic acid. Experiments on small animals with 
various extracts from jelly-fish and allied organisms 
have shown a toxic effect on the central nervous 
system, motor nerve-endings, and the alimentary and 
respiratory system as well as the skin. Furthermore, 
repeated small doses of at least one of these extracts 
have been shown to produce a state of allergic hyper- 
sensitivity similar to anaphylaxis. On the other hand, 
examples of natural immunity are found in certain fish 
and crabs which exist as commensals with jelly-fish or 
sea-anemones, and this immunity has been transferred 
passively to susceptible members of the same genus. 
This observation might point the way to an antitoxin 
suitable for clinical trial. Both local and general effects 
have been reported in human victims. At the site of 
contact there is usually an immediate burning sensation 
followed within a few minutes to an hour by erythema, 
weals, or vesicles, which may be haemorrhagic and, 
rarely, even result in superficial necrosis with permanent 
scarring. Localized atrophy of subcutaneous fat has 
been recorded. In most cases the local symptoms and 
signs last only about a week, though the areas may 
remain hyperaesthetic for much longer. General effects 
may appear from one to twenty-four hours after the sting. 
They include erythema and urticaria, nausea, anxiety, 
painful cramps and clonic muscular spasms affect- 
ing chiefly the abdominal muscles and the diaphragm 
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and leading to respiratory distress, and a state resembling 
anaphylactic shock. This last phenomenon may be due 
to sensitization by a previous sting, which may not have 
been noticed or remembered. 

In treatment the patient's first need is rest and careful 
observation for at least twenty-four hours. Application 
to the primary lesions of local anaesthetics such as 
benzocaine or antihistamine creams would probably 
give more relief than simpler remedies ; hydrocortisone 
ointment might be worth a trial. Parenteral analgesia, 
including even morphine, may be needed. Urticaria 
would probably respond to antihistaminics given orally, 
but adrenaline should be injected promptly if severe 
shock develops. Muscular cramps have been relieved 
by either calcium gluconate or barbiturates given 
intravenously. 


PSEUDOHAEMOPHILIA 


The term pseudohaemophilia has at some time been 
applied to almost every haemorrhagic disease of 
undefined aetiology. The name is now _ generally 
accepted as referring to a bleeding tendency in a patient 
of either sex, where the significant demonstrable abnor- 
mality is a prolongation of the bleeding time. The 
whole-blood coagulation time, the platelet count, and 
the one-stage prothrombin test are normal. The tour- 
niquet test is positive in about half the patients. 

By these criteria of diagnosis it is probable that the 
reported cases do not form a homogeneous group. In 
some of the patients a capillary defect has been shown 
by direct visualization of the nail-bed capillaries, which 
appeared distorted in shape and failed to constrict 
normally after injury. This was reported by R. G. 
Macfarlane in 1941,' and has been confirmed in some 
subsequent reports but not in others. A second view 
of the pathogenesis of the disease postulates a qualitative 
defect of the platelets. When platelets were collected 
from some of the patients and added to platelet-free 
normal plasma, they failed to induce normal retraction 
of clot or the utilization of prothrombin during clotting. 
This variety of pseudohaemophilia is sometimes called 
thrombocytoasthenic.? At least some of the patients 
reported by E. A. von Willebrand probably belonged 
to this group." It was he who originally stimulated 
interest in pseudohaemophilia, and it is still sometimes 
in consequence called von Willebrand's disease. He and 
R. Jiirgens® believed the disease to be due to poor 
agglutinability of the platelets. Of relevance also is a 
report from F. S. Bigelow of normal serotonin activity 
in the plasma of two patients believed to have pseudo- 
haemophilia.*® A third group of patients have been 
found to have defective prothrombin consumption, 
indicating an abnormality in the thromboplastin system 
of the blood. This has been ascribed again by some 
as due to a functional platelet abocrmallty. but has also 


Macfarlane, RG. Quart. J. Med., "1941, 1 10, 
2 Stefanini, M., and Dameshek, W., The Haemorrhagic Disorders, 1955, 
New York and London 
von Willebrand, E. A., Finska 1 ak Sallsk. Handl., 1926, 68, 87. 
——- Acta med scand., ‘1931, 76, 521. 
Jargens, R., K/in. Wschr., 1933, 12, 
* Bigelow, F.S., J. Lab. clin. Med., 1954, 43, 759 
? Singer, K.., and Ramot, B.. 4.M.A. Arch. intern. Med., 1956, 97, 715. 
* Jacobson, B. M., ibid., 1953, 92, 471. 
* Buchanan, J. C., and Leavell, B. S., 4nn. intern. Med., 1956, 44, 241. 
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on occasion been due to an associated deficiency of anti- 
haemophilic globulin.’ 

The symptoms of pseudohaemophilia are very variable 
in intensity, but the condition usually causes less dis- 
ability than severe haemophilia. Among the most 
frequent symptoms are epistaxis, gingival bleeding, 
excessive bleeding from minor cuts, and in females 
excessive menstrual bleeding and serious post-partum 
haemorrhage. Abnormal haemorrhage may follow ex- 
traction of teeth or other operative procedures. 
Excessive bruising can follow minor trauma. The 
condition is distinguished from haemophilia by its 
occurrence in both sexes and by the marked prolonga- 
tion of the bleeding time. In haemophilia there is 
demonstrable deficiency of a plasma-clotting component, 
antihaemophilic globulin, and the bleeding time is 
normal. A differentiation between the two conditions 
can usually be made on these grounds, but rare cases 
occur in which there is a deficiency of antihaemophilic 
globulin associated with a prolongation of the bleeding 
time.’ 

No treatment is satisfactory. Blood transfusion may 
be indicated for anaemia, and cortisone has been 
reported of benefit in the control of bleeding.* Local 
pressure to control haemorrhage can be applied in this 
condition, whereas it is often contraindicated in haemo- 
philia. The hereditary pattern of the disease is difficult 
to determine. There is some evidence that it is 
a dominant sex-linked character, but the available 
information is not adequate to provide a final answer ; 
the histories of most of the patients suggest that it is 
constitutionally determined. Pseudohaemophilia is a 
rare disease, but, apart from haemophilia and Christmas 
disease, it is probably the most common of the constitu- 
tional haemorrhagic disturbances. It has recently been 
well reviewed by J. C. Buchanan and B. S. Leavell.® 


CHROMOSOME NUMBER OF MAN 


It has generally been believed that the somatic cell of 
man contains 48 chromosomes. Now J. H. Tjio and L. 
Levan' have suggested that the number should be 46, 
and in support Dr. Tjio showed preparations of human 
chromosomes at the Congress on Human Genetics held 
last week at Cépenhagen. Tissue cultures of fibroblasts 
from human embryonic lung were treated with colchicine 
to effect an accumulation of mitoses. Before fixation they 
were treated for one or two minutes with hypotonic 
saline solution, a method which had been used before 
by T. C. Hsu? to induce scattering of the chromosomes. 
Fixation followed in 60% acetic acid twice exchanged 
to wash out the salts left from the culture medium and 
the hypotonic saline that would otherwise have caused 
precipitation with orcein. Ordinary squash preparations 
were then made in 1% acetic orcein. Single cells were 
squashed under microscopical observation by slight 
pressure with a needle, and it was seen that no chromo- 
somes escaped. On 22 cultures 261 chromosome counts 
were made, and the chromosome number was found to 
be 46 (2n = 46). 


1 Tjio, J. H., and Levan, _.. Hereditas (Lund), } 1956, 42. 
* Hsu, T. C., J. Hered., 1983, 
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BLOOD SUBSTITUTE SOLUTIONS 
BY 
L. G. BOGOMOLOVA, M.D. 


Director, Medical Preparations and Blood Substitutes 
Laboratory, Blood Transfusion Research Institute. 
Leningrad, U.S.S.R. 


This is the second of two articles by Dr. Bogomolova. Her 
first, on “ Medical Blood Preparations,” appeared last week 
(August 4, p. 294). 


The problem of blood substitutes has attracted consid- 
erable attention. Thousands of papers on the subject 
have been published, but so far no substitute solution 
has been found which fully satisfies the clinicians. 

I. E. Gagen-Torn (1895) states that “ intravenous 
injections were suggested for the first time by Guerman 
in Russia in 1830.” In 1832, Latta first injected a saline 
solution into the vein, in a case of cholera. Since then 
blood-substitute solutions have been frequently used, 
but it is only since the second world war that the atten- 
tion of scientists throughout the world has been attracted 
to the problem. In the past few years laboratories have 
been set up in many countries with the object of studying 
blood substitutes, and extensive clinical tests have been 
carried out. 

Types of Substitute 

It is impossible to arrive at an understanding of the vast 
number of suggested blood substitutes unless they are 
correctly classified (Amberson, 1937). Of the great number 
of classifications suggested the following division into three 
groups seems to be the most acceptable: (1) saline crystalloid 
solutions ; (2) colloidal solutions ; (3) combined solutions 
(Bagdassarov, 1955). 

Saline solutions are subdivided into three subgroups : 
ordinary saline or glucose-saline; anti-shock solutions 
containing narcotics to act on the nervous system; and 
complex saline solutions, used in the treatment of sepsis 
and other conditions. 

Colloidal solutions are subdivided into five subgroups : 
those containing elements of human blood ; those contain- 
ing carbohydrate colloids of high molecular weight ; those 
of a chemical nature; those acting on the capillaries 
(pharmacodynamic) ; and those consisting of albumin. 

Combined solutions are obtained by mixing solutions with 
different properties and adding drugs to them. These include 
anti-shock saline solutions with blood added to them, and 
hydrolysates with human plasma 


Clinical Requirements 

Blood substitutes should meet the following requirements 
(Gropper et al., 1952 ; Petrov, 1954): They should (1) replace 
fluid lost from the circulation after haemorrhage ; (2) com- 
bat shock by improving the blood circulation ; (3) reduce 
dehydration and prevent rapid clotting of the blood; (4) com- 
bat intoxication ; (5) correct hypoproteinaemia and cachexia ; 
and (6) raise the protective capacity of the body. 

In accordance with these requirements, the following fac- 
tors should be assessed when appraising blood-substitute 
solutions : 

(1) Substitution Action.—This can be judged by the rise 
in the blood pressure and the duration of its maintenance 
at a high level, the elimination of haemodynamic disorders, 
and the restoration of the blood circulation. 

(2) Antishock Action.—Elimination of shock should be 
speedy and lasting. 

(3) Hydrating Action—-In many diseased states water 
balance is disturbed and the tissues are dehydrated. In 
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such cases thrombosis is frequent and the circulation is 
impaired. The hydrating effect of the solutions should lead 
to the rapid cessation of blood clotting. 

(4) Detoxicating Action—Detoxication is necessary in 
cases of intoxication due to endogenous poisons formed 
in the course of various diseases (burns, obstructions, sepsis, 
etc.). 

(5) Alimentary Effect—In a great number of cases the 
carbohydrate and protein balance is disturbed. Parenteral 
injection of appropriate nutrient solutions helps to elimi- 
nate hypoproteinaemia and improve the exchange. 


(6) Stimulative Effect—This manifests itself in the stimu- 
lation of various organs and systems. Metabolism improves, 
the functioning of the endocrine glands is enhanced, and the 
processes of regeneration are accelerated. It is most impor- 
tant that the blood substitute solution should stimulate blood 
formation: this is particularly valuable in cases of anaemia. 

However, no solution fully satisfies all these requirements. 
It is for this reason that a number of different types of 
solution are needed in clinical practice, and it is our firm 
belief that modern clinics should have a variety of blood 
substitutes at their disposal. 


The blood substitute should, above all, be isotonic or 
slightly hypertonic in relation to blood, its osmotic pres- 
sure approximating to that of blood plasma. 


Undesirable Properties —A blood substitute solution 
should be free of the following undesirable properties: 
(a) It should not be pyrogenic. Its injection into the vein 
of a rabbit should not raise the body temperature by more 
than 0.6° C. (b) It should not possess primary toxicity—that 
is, it should not cause any toxic manifestations during 
injection either in normal or in exsanguinated animals. 
(c) No toxic effects should result from repeated injections, 
and histological examination of the organs of experimental 
animals should show no pathological changes. (d) The 
solution should not be anaphylactogenic. It should not 
produce any signs of anaphylaxis even when injected re- 
peatedly after periods of maximum sensitization. (e) Trans- 
fusion of the solution should not affect the recipient's blood 
coagulation, neither should it cause wound-bleeding. 
(f) When mixed with blood the solution should not cause 
agglutination or clump'ng of erythrocytes, nor should it 
interfere with the blood-grouping of the patient after 
transfusion. (g) It should be capable of being completely 
eliminated from the body in the first few days after its 
injection or should be utilized by the body; it should not 
remain in the tissues or organs for any length of time. 
(h) When injected intravenously the solution should not 
cause nausea, vomiting, or vascular reactions, which have 
hitherto been characteristic of solutions containing amino- 
acids. 


Other Desirable Properties 


The method of manufacture, and the conditions and dura- 
tion of storage, should allow of the widest use of the solu- 
tion. Therefore the solution should be capable of being 
manufactured from readily available raw materials ; its pre- 
paration should be as simple as possible ; when manufac- 
tured on a large scale it should be of standard quality and, 
if a colloid solution, of constant molecular weight ; it should 
not vary under different conditions of storage in a liquid 
state (low or high temperatures); it is an advantage if it 
can be dried for prolonged storage; and it should stand 
repeated sterilization without any change in its properties. 


Preparations Used in the Soviet Union 

Now let me describe the blood substitutes in use in the 
Soviet Union. 

Of the saline solutions hypertonic sodium chloride is pre- 
ferred ; we firmly believe that such solutions are more bene- 
ficial, since they remain longer in the blood stream (Petrov, 
1945). As in other countries, such ordinary saline solutions 
have recently been replaced by improved colloidal solutions. 
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We also use glucose-saline anti-shock solutions containing 
alcohol and various narcotic drugs (Filatov, 1944, 1948). 
The Leningrad Institute of Blood Transfusion has developed, 
and is widely applying, two solutions in particular: No. 28, 
containing morphine as a narcotic, and No. 43, containing 
alcohol and barbiturates. 

Of the substitutes containing elements of human blood, 
Petrov’s liquid, a saline solution containing 10% of stored 
blood, was widely used during the second world war (Petrov 
et al., 1954). It was given in 1,500,000 cases, and was highly 
beneficial in the treatment of the wounded. 

Of solutions prepared from eiements of human blood, we 
attach particular importance to-day to a new solution called 
“aminokrovin ” (Tschapligina, 1955). It is obtained by 
oxygen hydrolysis of the residual blood clot after the extrac- 
tion of serum, of the erythrocytic mass obtained after skim- 
ming plasma, of the blood of corpses, or of retroplacental 
blood. This solution fully meets clinical requirements, and 
conforms to most of the criteria of a satisfactory blood 
substitute. Therapeutically it is an effective replacement, 
anti-shock, hydrating, and detoxicating fluid, and its nourish- 
ing and stimulating properties are excellent. It has no 
harmful effects. Accordingly transfusion of this solution 
is indicated in cases of blood loss, shock, burns, sepsis, 
intestinal obstruction, cachexia, hypoproteinaemia, and 
delayed healing as well as in various surgical conditions. 

Carbohydrate colloidal blood substitutes are used all 
over the world and merit the keenest attention. Foremost 
among these solutions are undoubtedly those of the 
dextran type (Maycock, 1952; Bell, 1954). Two such solu- 
tions have been made in the U.S.S.R.—polyglukin and syncol. 
The latter has some admirable properties: it relieves shock 
safely, and compensates blood loss satisfactorily (Goschkina, 
1954; Kulagin, 1954). But it has some minor drawbacks, 
in that it causes slight bleeding from wounds and affects the 
coagulability of the blood. The latter drawback has, how- 
ever, very little practical importance. These disadvantages, 
found in every colloidal solution of the dextran type, are 
in the case of syncol fully compensated by its effectiveness 
in cases of shock and blood loss of moderate gravity. In 
addition, the solution is of great value in preparing leuco- 
cyte suspensions and certain types of stored blood, as well 
as in other fields of medicine. 

Recently we have succeeded in obtaining a high-molecular 
colloidal carbohydrate solution without the use of bacterial 
synthesis. The solution, named “ AP,” is a colloidal poly- 
saccharide (Bogomolova er al., 1954). Some progress has 
also been made in the preparation of pectine solutions. The 
Leningrad Institute of Blood Transfusion has now completed 
its research on this. 

With regard to colloidal solutions of a chemical nature, 
our attention has now turned to various polyvinyl deriva- 
tives. One of these solutions has been tested at the Lenin- 
grad Institute of Blood Transfusion. This is a blood- 
substituting solution of the polyvinylpyrollidone type 
(Ouschakov et al., 1954; Schostakowski and Wassilief, 
1954). Experimental investigations have proved the excel- 
lent qualities of the solution both for blood replacement 
and for combating shock. 


Albumin and Other Solutions 


A large group of blood substitutes are made from albu- 
min. Their importance is unquestionable, above all in cases 
of cachexia. 

The results of the work of many investigators studying 
the preparation of solutions of modified heteroproteins sug- 
gest that this problem is nearing solution (Bellenki, 1950). 
However, even now we cannot claim to have protein solu- 
tions that fully satisfy the clinician. Their main deficiency 
lies in the incomplete elimination of anaphylactogenic 
properties (Fedorof et al., 1953). 

Leontiev, in 1934, was working on this problem, and the 
“napprin” solution he suggested was the first preparation 
of this kind (Tschurcina and Leontiev, 1945). 
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A heterogenous serum, prepared according to Professor 
N. G. Belenky’s prescription, has been widely used in the 
U.S.S.R. in recent years. By means of special treatment its 
antigenic properties have been considerably reduced. This 
serum may be given in amounts of from 2 to 4 litres, and 
it is useful in cases of serious blood loss, traumatic shock, 
and hypoproteinaemia. Efforts are continuing to find a 
new heterogenous protein serum completely devoid of any 
antigenic properties (Filatov, 1943, 1948; Petrov ef al., 
1952). 

Such a preparation has been produced by scientists in 
Liev and named VK-8. The injection of this solution does 
not produce any anaphylactic reactions. It has been found 
to be a highly effective blood substitute (Petrov, 1954; 
Grosdof, 1955). 

Great attention has lately been given to protein hydro- 
lysates (Romanova, 1954). Many such solutions are in use 
in a number of countries. A casein hydrolysate has been 
produced at the Central Institute of Blood Transfusion in 
Moscow. Other solutions are being prepared at the 
Leningrad Institute of Blood Transfusion. Solution L 103 
is an incomplete acid hydrolysate of animal blcod. The 
ingenious use of ion-exchange resins in its production makes 
possible its large-scale manufacture. Experimental and clini- 
cal investigations have proved its high qualities as a nutri- 
ment and as a blood substitute (Petrov et al., 1954). 

Another protein hydrolysate—* aminol "——has also been 
produced at the Leningrad Institute. It is obtained by 
fermatative hydrolysis of animal blood. 


Combined Solutions 


Several combined solutions have been suggested in the 
Soviet Union. The most promising is the amino-protein 
solution consisting of the L 103 solution with 1% of human 
plasma added. The addition of plasma increases the solu- 
tion’s colloidal properties and makes it more easily assimi- 
lated by the body. 

UBP, another combined solution, is a carbohydrate and 
protein plasma-substitute. It is composed of syncol and 
human blood plasma. Yet another solution of the same type 
is a combination of syncol and protein hydrolysate. These 
solutions have been shown to have a high therapeutic value. 
These combined solutions can be prepared immediately 
before transfusion ; hence it is important to have at hand 
the basic solutions needed. 
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Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Effect of Fatty Meals on Blood Coagulability 


Sin,—The article by Dr. G. H. Hall VJournal, July 28, 
p. 207) has naturally been of much interest to me. He seems 
to have shown that the accelerated clotting times after a 
high fat meal are not shortened when plasma rich in platelets 
is used. However, I find it difficult to understand the con- 
clusions he draws from this finding. No one, I think, would 
presume to state dogmatically the conditions of in vitro 
clotting which most closely approximate those which hold 
in vivo. It has seemed to us that the clotting time of whole 
blood in silicone-coated tubes is a measure of coagulability 
which is less artificial than any other, and Dr. Hall’s work 
does nothing to detract from the significance of our findings 
or from the tentative deductions we have drawn from them.’ 

In addition, I would disagree strongly with Dr. Hall when 
he states: “It is difficult to see, however, why a change 
affecting the whole blood should promote the development 
of atheroma preferentially in certain areas—for example, the 
coronary arteries—and this fact argues that the initial defect 
is in the arterial wall and not the blood.” Conditions of 
blood flow differ in the coronary arteries from those in any 
others, in that during ventricular systole there is marked 
reduction or cessation of flow. This factor would readily 
allow deposition of pre-formed fibrin on the intima of the 
coronary arteries, while continuous blood flow would lessen 
the tendency of this occurrence elsewhere. Indeed, far from 
agreeing with Dr. Hall's view, | would go so far as to say 
that the high incidence of atheroma in the coronary arteries 
is one of the considerations favouring the hypothesis that the 
initial defect in atheroma is in the blood and not in the 
arterial wall.——I am, etc., 

Aberdeen. H. W. 
REFERENCE 
' Fullerton, H. W., Proc. Nutrit. Soc., 1956, 15, 66 


Medical Evidence at Inquests 


Sir.—Thirty years ago, when I was doing my resident 
hospital appointments, medical evidence from one or more 
house officers was required by the coroner at every inquest 
held following a death in hospital. Whether the house 
officer was paid or not depended on the coroner, for fees 
to hospital residents were permissive but not obligatory. 
Curiously enough, I was a resident in an area where the 
coroner paid no fees when the law was altered and fees for 
all medical witnesses made obligatory. It was very revealing 
to observe the economy which the coroner exercised in his 
calling of medical evidence from that time on. The explana- 
tion lies in the curious anomaly that a coroner should be 
paid in a block grant from which all expenses, including 
witnesses’ fees, are paid. Economy in the calling of wit- 
nesses was a direct saving to the coroner personally. 1 
believe this is still the method used. 

At that time many hospitals had no pathologist, and 
necropsies were done by police surgeons or hospital resi- 
dents. The police surgeons were usually general practi- 
tioners. I remember the case of a Finnish seaman who 
was stabbed in eleven places and died on the operating 
table under my ministrations. I spent the greater part of 
one day doing a necropsy and writing a detailed report for 
the coroner (the police surgeon was present but played no 
part). On the following day I spent the morning at the 
inquest and the afternoon at the police court, and the sum 
of one guinea for the last was the only payment I received. 
Now the pathologist has come into his own, and all 
necropsies are conducted much more expertly by experi- 
enced men who devote much of their time to this work. 
As a consequence of this, the coroner has come to depend 
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more and more on the pathologist who gives precise, dog- 
matic, and ‘incontrovertible evidence on the cause of death 
as revealed at necropsy. Secure in this knowledge, they can, 
and not infrequently do, ignore the clinician whose know- 
ledge of the patient in life might have put a different com- 
plexion on the medical evidence at the inquest. 

Perhaps one of the less important consequences of this 
practice is that house officers are never given an opportunity 
of attending an inquest, which should be part of their educa- 
tion, nor of collecting an occasional fee. More important 
is the building up of a clinical picture by the pathologist 
from his post-mortem findings, which is often widely at 
variance with the facts as observed by the family doctor 
or the hospital officer. Sometimes in evidence statements 
are made which are taken by the relatives to reflect on the 
competence of the doctor who attended the deceased, though 
no such reflection was intended. The object of an inquest 
is to arrive at the true cause of death, and post-mortem 
findings divorced from the clinical history are not always 
dependable, and may indeed give a less accurate picture 
than the clinical history taken by itself. I can recollect 
one case in which a verdict of natural causes was returned, 
which was, in fact, a suicide. This is a verdict which no one 
would wish to upset, but it could have been the other way 
round. 

Most of us are too busy to wish to waste time at inquests, 
but, even though we are not called, we could sometimes 
give important information if requested by the coroner. We 
are not asked because the coroner does not wish to pay a 
fee and because the pathologist considers his own evidence 
sufficient. What is needed is a closer contact between 
clinician and pathologist and another method of paying 
coroners.—I am, etc., 

F. M. Rose. 


Preston. 


Vaccination Against Tuberculosis 


Sir.—While agreeing with the views expressed by Dr. 
Kenneth Marsh (Journal, July 21, p. 174), one would have 
liked to see more emphasis laid on the last few words of 
his excellent letter, where he suggests extending B.C.G. vac- 
cination to Mantoux-negative subjects over the age of 14 
years. 

The reasons for offering this protection to 13-year-old 
schoolchildren apply with equal force to all who are over 
this age, and such persons would seem to be more in need 
of B.C.G. than infants. It would be logical to offer B.C.G., 
with wide publicity, to all persons over the age of 13. 
among whom there are many thousands who are Mantoux- 
negative. 

If the practical problem of Mantoux-testing and inocula- 
tion is too great, the scheme could be limited in the first 
instance to persons up to the age of 25, but with a little 
organization both these procedures can be done very quickly. 
They might perhaps be linked with mass radiography, and 
no doubt general practitioners and industrial medical officers 
would be willing to do their share if the task is too great 
for the resources of the local authorities and the chest 
clinics.—I am, etc., 


Bromsgrove, Worcs. R. B. MAYFIELD. 


Apartheid in Blood Transfusions 


; Sir,—Dr. J. Torley’s letter (Journal. July 21, p. 179) at first 
sight appears to administer firm but gentle admonition to 
Dr. David J. Adderley (Journal, June 30, p. 1546). However, 
on careful study it raises some very important points. Does 
Dr. Torley really believe that the South African Govern- 
ment’s decision is based on scientific integrity? Would he 
care to suggest a “ scientific” theory for the South African 
Government's apartheid policy in general? This is not a 
question of offering gratuitous advice to the profession in 
South Africa. There is an important moral and ethical 
principle at stake here, and we must not prostitute science to 
condone a flagrant violation of our present standards. From 
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his letter Dr. Torley appears to be either an apologist for 
South African racial doctrines or grossly ill-informed about 
conditions in that country. Do not let us be so naive as to 
imagine that this is one isolated incident in South Africa. 
It must be assessed against the background of apartheid in 
general and also the profession's attitude in that country to 
apartheid in science. 

In 1947 an Indian doctor was appointed senior resident 
officer at a hospital in Capetown, and as such was respon- 
sible for supervising the work of the junior house officers 
and also for doing the emergency surgery—general surgical, 
traumatic, and gynaecological. The post also carried with 
it the responsibility for bleeding white blood donors for 
emergency transfusions at the hospital. Because he was 
non-white, the blood transfusion service in Capetown refused 
the senior resident permission to do this, and instead one 
of the white junior house officers was entrusted with this 
duty. The profession raised no objection to this and com- 
pletely condoned the action of the blood transfusion service. 
It may surprise Dr. Torley to know that since 1945 non- 
white medical students at the University of Capetown 
Medical School have been forbidden to attend any class. 
clinic, or operation on a white patient or attend a necropsy 
on or dissect a white corpse. When they register at the 
University they are required to sign a document undertaking 
to abide by this. Does that meet with Dr. Torley’s require- 
ments for scientific integrity or his interpretation of the 
Hippocratic Oath ? 

Of course it is known that group A seems to be commonest 
in western Europe, B in south-east Asia, and O among so- 
called primitive groups such as Australian and American 
aborigines, but surely we do not suggest having separate 
blood banks in England, for instance, to serve the needs 
of the numerous racial groups living in this country. Would 
Dr. Torley refuse to accept a transfusion of compatible 
blood from a negro donor on the remote off-chance of the 
presence of a hypothetical injurious factor to be discovered 
in South Africa in the still more remote future ? No, Sir, 
do not let us emulate the South African ostrich and hide 
our heads in the sands of pseudo-science. 

To the exponents of theories of racial superiority, of 
Herrenvolk, the word “ blood ” possesses a highly emotional 
content. The Oxford Dictionary states: “ Blood is popularly 
treated as the typical part of the body which children inherit 
from their parents and ancestors ; hence that of parents and 
children, and of the members of a family or race, is spoken 
of as identical and as being distinct from other families or 
races.” Dobzhansky’ says, “It is most unfortunate that 
the theory of * blood,’ though invalidated decades ago, still 
colours not merely the thinking of laymen, but finds its way, 
explicitly or implicitly, into textbooks.” It took a world 
war to disclose to us the depths to which scientists could 
descend to serve a political theory. 

If the medical profession in South Africa has initiated 
this present move, let it publish the grounds on which it 
bases the incompatibility of negro and white blood. On 
the other hand, if this is merely another political stunt of 
the South African Government, we hope that country’s 
medical men will challenge it, but whatever happens we must 
question the integrity of a radical departure from the 
accepted standards and criteria of blood compatibility.— 
I am, etc., 

Leabrooks, Derby A. A. LAWRENCE. 
REFERENCE 
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Sir.—Dr. J. Torley (Journal, July 21, p. 179) in com- 
menting upon the South African Government's (not the 
profession’s—the head of the Medical Service is himself 
severely critical of it) proposed measure to segregate blood 
of different origin, has rather by-passed the essential objec- 
tion to it. I fully support his postulate that there may 
be differences between such bloods, as yet unknown. This 
scarcely affects any individual transfusion, which would 
only be given after cross-matching and having taken all 


known precautions, 
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Assuming that this has been done, what objection 
remains ? Surely, only that of a possible “taint” being 


acquired by the recipient, and it is that superstition to which 
I am opposed. This is no politicak theory, but an honest 
objection to this concept. We all deplore the introduction 
of politics into science, and | hope we may express our 
united support for the resentment against the imposition 
of this measure.—I am, etc., 


London, $.E.13 Davip J. ADDERLEY. 


Diesel Oil and Lung Cancer 


Sir,—The subject of the effect of exhaust fumes on public 
health has been discussed at length in the transport techni- 
cal press, and whether by accident or design in certain cases 
the main issues have become confused. From this one is 
led to the conclusion that if the outcome of the present 
investigations prove that the exhaust fumes from diesel 
engines have a contributory effect upon the growth in the 
number of cases of lung cancer the establishment of this 
fact will have a profound effect on the transport industry, 
if not upon the economy of the country, bound up as we 
are in the use of fuel oil in all phases of transport. A 
doctor and friend who is much interested in the subject of 
diesel engine exhaust fumes and cancer has drawn my atten- 
tion to the correspondence in your issue of June 2, and he 
has asked my opinion about the catalytic exhaust filter 
mentioned by Dr. Handley Howell (p. 1297). 

The researches of Dr. Handley Howell and others, which 
some of us have had the benefit of studying, show that 
means of counteracting the noxious and/or poisonous fumes 
are available in the catalytic exhaust filter, which is exten- 
sively used in the United States of America, and no doubt 
transport operators will be ready to give this equipment 
a thorough trial. It would appear, however, that the cata- 
lyst is not effective until a fairly high temperature is reached, 
which is not attained until a diesel engine is running at 
60% of full load or more. When running below such load- 
conditions the catalytic reaction may not be fully effective, 
but with 60% of full load it has been stated that 60%— 
85% of the noxious ingredients in the exhaust gases are 
eliminated. 

Thus it may be easy to obtain ideal conditions for using 
catalytic filters with stationary engines, but with motor-bus 
engines, idling for much of the time at stops or while the 
vehicles are running at low speed, the effectiveness of the 
equipment must be questioned. One can only trust that 
more information can be made known, as this seems to 
offer hope, quite apart from the fact that the exhaust from 
diesel engines is unpleasant anyway and creates a further 
discomfort in the streets and congested areas of towns to- 


day.—I am, etc., 
B. R. MILLER. 


Southwick, Hants. 
Personality and Cancer 


Sir.—At least since 1930, when Le Gros Clark and his 
colleagues' outlined the link between the emotional thalamic 
drive and the endocrines, and Engels’ extended the work 
from the endocrines to cancer, the clinician has had rational 
support for his experience that worry of the type your 
annotation (Journal, June 30, p. 1537) describes does in fact 
often precede cancer. The link is not more generally recog- 
nized because, in the words of your annotation, “ many of 
the workers found what they were looking for . . . their 
observations were in part determined by their preoccupa- 
tions.” The suggestion here is that to search for confirma- 
tion of a hypothesis is somehow intellectually inferior to 
detached observation of what an experiment yields and what 
answer a Statistical computer provides. 

This latter attitude has been challenged very recently by 
both Carl Jung’ and Professor R. A. Kapp.‘ In his /nter- 
pretation of Nature and the Psyche the former says, “ The 
experiment imposes limiting conditions on Nature, for its 
aims are to force her to give answers to questions devised 
by man. Every answer of Nature is therefore more or 
less influenced by the kind of questions asked and the result 
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is always a hybrid product. The so-called * scientific view of 
the world * based on this can hardly be anything more than a 
psychologically biased partial view which misses out all 
those by no means unimportant aspects which cannot be 
grasped statistically.” 

Kapp’s criticism is no less formidable: “If the laws of 
physics do not preclude any events that are logically possible, 
those of biology seem nevertheless to do so. For there ts 
evidence that the laws of biology lead to specified order 
whereas the laws of physics do not.” In other words, the 
current subordination of the medica! mind to the statistical 
and experimental methods excludes the logically possible. 
This is a reversal of the teaching of Osler and Horder 
Clinical observation is the fact, the hypothesis is the logically 
possible, hence Horder’s insistence on the mastery of Jevons’s 
Elements of Logic.’ 

My object in writing this is to invite attention to the fact 
that no section of any of our learned societies and no section 
of our professional press is devoted to study of the logically 
possible, and the R.S.M. apparently has no committee able 
to initiate such a study. Your annotation again expresses 
the prevailing opinion: “ Evidence that [personality] plays a 
part in the aetiology of cancer can be satisfactorily derived 
only from controlled studies.” Some of us in ad hoc com- 
mittees have found it impossible to devise experiments in- 
volving personality. It is, on the other hand, logically 
possible to express a rational evolution of structure and func- 
tion from such a basic presupposition as, for example, 
monism, and I venture to plead for a subsection within 
organized academic medicine dedicated to this end.—1l am, 
etc., 


Caernarvon GrirritH Evans. 
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Increase in Lung Cancer Deaths 
Sik,—Following the correspondence which questions 


whether the increase in the number of deaths from lung 
cancer is real or purely apparent and due to better diagnostic 
facilities, attendance at x-ray departments, etc., and the in- 
creased facilities at hospitals following the advent of the 
National Health Service Act in 1948, might I ask Dr. 
Jane M. Fullerton (Journal, May 26, p. 1238) and Dr. 
John S. Willmann and Dr. E. Gallop (Journal, June 30, 
p. 1543) to consult the Registrar-General’s Statistical Review 
for 1952 (published 1955), page 149? Diagram 12 illustrates 
the incidence per million living of deaths from cancer of 
the lung from 1936 to 1952. 

It can be seen that, for men over 40, there has been a 
steady increase of this condition since 1935, and the graphs, 
from ages 55 to 70 in particular, approximate to a straight 
line. There is therefore no evidence that rate of increase 
of the diagnosis of cancer of the lung has changed since 
1948, and, indeed, the reverse appears to be the case with 
a falling off of the increase since 1946 in the age groups 
40 to 50. If better hospital facilities were the sole cause 
of this increase then surely during the war years, with 
the shortage of medical practitioners and extreme pressure 
on existing facilities, there would at least have been a halt 
in the increase, but this is not the case. 

Dr. Fullerton’s figures suggest that at St. Olave's Hos- 
pital, at least in the years 1950-2, approximately 50% of 
the actual cases were being diagnosed “ ante-mortem,” so 
that undoubtedly extension of pathological services will 
lead to an apparent increased incidence of pulmonary car- 
cinoma, but nevertheless in addition to this fact it is likely 
that there has been an increase in the true incidence of 
carcinoma of the lung. 

Might I refer your.correspondent Dr. P. H. Cummins 
(Journal, July 7, p. 43), who has questioned the role of 
cigarette paper, to a recent paper by Cardon and Alvord 
to the American Association of the Advancement of Science 
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(abridged in the Chemical Engineering News, January 16, 
1956, volume 34, p. 224) which shows that when cigarette 
smoke was drawn through acetone by a smoking machine 
and analysed the average packet produced 2! «g. of 3-4- 


benzpyrene, of which 25% came from the paper and 75%, 


came from the tobacco ?—I am, etc., 
Stafford. H. Binysu. 
Cigarette Smoking 
Sir, —While one cannot fail to applaud the representatives 


of the B.M.A. in their efforts to maintain the health of the 
nation, one does not agree that cigarette-smoking should bz 
banned, unless it is excessive and involves inhalation. 

I do not think we have had any proof that the habit is a 
cause of disease. If nicotine is to be noted as an instance 
of a drug which is to be banned, what is to be done about 
tannin? Surely excessive tea-drinking can be quoted as 
harmful also ? The deep and frequent potations of the hard- 
working charlady if abolished or curtailed would produce 
severe psychical results, however beneficial to the physical 
well-being of this valuable worker. 


What is the alternative to cigarette-smoking ? Chewing- 


gum? Heaven forbid !—lI am, etec.. 
London, W.1. J. HAMILTON McILRoy. 
Sir.—In speaking of the evils of heavy smoking, cancer 


of the lung seems to occupy the stage, but there are other 
evils of great importance rarely, if ever, mentioned. 

I was a heavy smoker for over 50 years, and stopped 4} 
years ago at the age of 67 years. I found the following 
changes for the betier: (1) A great improvement in my 
mental processes, most marked by an ability to make an 
immediate decision after looking at a matter in all its angles, 
especially marked in financial matters such as buying and 
selling stock. (2) An immediate improvement in the state 
of my digestive tract, which for years had been affected with 
pains and wind-eructations and at last vomiting every few 
days of a light green bitter fluid, often about a pint to 14 
pints (0.6 to 0.9 litres) in volume. Indeed, it was the im- 
mediate improvement in my digestive system with lack of 
pain and a revival of appreciation of the taste of food with 
gain of weight and feeling of general well-being that enabled 
me to break off the habit at once permanently. (3) At 
times a feeling of vertigo, especially after morning smoking 
on an empty stomach. (4) I was fully 35 Ib. (16 kg.) under- 
weight for many years and regained it when I stopped. 
(5) An immediate improvement in my chronic bronchial 
cough with sputum. But this took about three years to 
be completely relieved. 

Finally, now that they are investigating smoking and its 
evils in Britain, I feel that all these bad effects and many 
more (effect on arteries, heart, etc.) should be looked into 
at the same time.—I am, etc., 

Montreal, Canada. A. E. BotrsFoRD DENOUAN. 


Staggered Dumping and Sugar Tolerance 

Sir,—In my article (Journal, March 31, p. 714) I reported 
on the radiological signs in a series of patients with dys- 
pepsia referable to distension of the terminal oesophagus 
and of the pyloric antrum. Common to all was the helical 
pattern of the mucosal relief observed especially in the 
second and third parts of the duodenum and in jejunal 
loops. The appearances on the screen of the meal’s passage 
through the pyloric canal, the duodenum, and the jejunum 
were compared to loopwise discontinuous cascades and 
described as “staggered dumping.” In conjunction, the 
observations suggested that the muscularis mucosae acted 
in these segments as a co-ordinated peristaltic organ, pro- 
pelling the meal by means of successive and adjoining 
helical springs. It was further suggested that intermittent 
mucosal prolapse—into the duodenal cap at the pylorus 
and upwards into the diaphragmatic part of the oesophagus 

-could readily be explained as mechanically conditioned 
side-effects of the helical spring peristalsis at the natural 
straits of the digestive canal. 
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To verify the physiological affinity between dumping en 
bloc (post-gastrectomy syndrome) and “ staggered dumping ” 
it was decided to determine the sugar tolerance in patients 
exhibiting the latter syndrome, but no significant deviation 
from the normal rate of gastric emptying in toto. This was 
done, so far, in six patients, and it was already available in 
a seventh. Jejunal and duodenal motility was “ normal” 

according to current radiological standards—except in 
Cases | and 2, in which the rapid filling of the ileum was 
commented on. 


Blood Suzar (mg.°,) in Seven Patients with 


Minutes 
Tekiag Staggered Dumping (1-7) 
0 92 | 79 85.103 95 so | 79 
30 134 | 153 167 360 155 145 | 127 
6 888 | 231 | 18S | 190 190 | 175 | 120 
90 7 | 213 | 124 108 | 145 | 135 10S 
120 | 7 | 147 | 91 9 | 95 us | $7 
150 64 | 102 75 | | 70 7s | 86 
180 64 | «79 (| 60 73 | 78 
210 
240 66 | | 
300 | 70 
360 | | 
The fasting blood sugar was normal in all patients. 


Hyperglycaemia and glycosuria occurred in four (2, 3, 4, 
and 5). The occurrence of hyperglycaemia was made 
probable in another (6) between 30 and 60 minutes by the 
presence of sugar in the urine passed at 60 minutes (blood 
sugar 175 mg.%) but not in the other specimens. In six 
patien.s (2, 3, 4, 5, 6, and 7) there was a lag in the return 
to fasting level. Hypoglycaemia was demonstrated in five 
patients (1, 3, 5, 6, and 7). One (1) exhibited typical and 
diurnal hypoglycaemic symptoms between 4 and 7 p.m. 
Hypoglycaemia was not established in this case by the 
standard two-hour tolerance test, but it became apparent 
when Dr. William T. Foley, of New York, carried the test— 
in keeping with the timing of the patient's symptoms—to 
6 hours. 

The patient whose blood sugar rose from the fasting 103 
to 360 in the first half-hour (4) had had for 30 years, since 
the age of 20, attacks of sudden faintness with extreme mus- 
cular weakness and carried the diagnostic label “ Familial 
periodic paralysis. The major attacks occurred as a rule 
during a spell characterized by daily episodes of minor 
degrees of the same symptoms. Some kind of periodic 
dumping was suggested, apart from the ciied tolerance curve 
and its variability at different times, by the patient's observa- 
tion that major attacks were usually preceded by sudden 
epigastric distension and their passing heralded by gurgling 
and “ snake-pit activity” in the abdomen ; this, however, 
was soon followed by a lesser degree of weakness which 
would last for several hours and was due, presumably, to 
reactive hypoglycaemia. I had the chance of seeing him 
in an acute attack ; it came on about } hour after a meal, 
blood taken from the cubital vein contained 450 mg.% 
sugar, while sugar was absent in a specimen of urine passed 
only approximately 8 minutes before. 

On preliminary impression, the sugar tolerance in patients 
with staggered dumping is comparable to the findings in 
the early and the delayed type of the post-gastrectomy syn- 
drome as reviewed and analysed by W. M. Capper.'—I 
am, etc., 


London. W.1 T. CsaTo. 
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Treatment of Measles 


Six,—For the past three years I have been in the habit 
of administering sulphonamides as a routine prophylactic 
measure in the treatment of measles. I have treated approxi- 
mately 200 cases in this way and have had no complications. 

After reading the recent report by the study group of the 
College of General Practitioners’ I began to administer anti- 
biotics or sulphonamides only to selected cases with the 
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indications mentioned in the report. Of the 12 cases treated 
since reading the report, three were mild cases with no indi- 
cations and therefore were not given the usual prophylactic 
sulphonamide (sulphadimidine). Two developed otitis media 
and the third a residual catarrhal bronchitis. The other 
nine cases treated as usual with sulphadimidine were 
uncomplicated. 

I realize that my figures would not stand up to examina 
tion by a statistician, but I feel that in future I shall be 
reverting to my old practice of the routine use of a prophy- 
lactic measure.—I am, etc., 

Harold ‘Wood Essex C. R. Lynn. 
REFERENCE 


The Complications of Measles, June, 1955, 


uioners, London 


Atypical Weil's Disease 


Sir,--Dr. H. R. Miller's letter (Journal, July 14, p. 100) 
raises some interesting points. I agree with him that toxic 
confusional states are not a rarity in leptospirosis. I can 
recall several cases occurring in soldiers occupationally ex- 
posed in Malaya during the period 1951 to 1954, In these 
cases it was probably related to severe physical exertion 
and unavoidable delay in evacuation to hospital. Toxaemia 
and meningeal irritation aided by anaemia in severe infec- 
tions might well be the precipitating factors. With regard 
to jaundice, Trimble’ states that it only occurred in 3% 
of cases at that time. 

Weil’s disease as such was relatively rare. Broom’ carried 
out a serological survey of 200 cases and only found 
L. haemorrhagiae in less than 1%. Over 90° were due to 
L. autumnalis and L. hebdomadis. 

However, there may still be a case for retaining Weil's 
name. As Dr. Miller stated, L. haemorrhagiae was the first 
leptospira to be discovered. It may well be that this parti- 
cular species was the original prototype, and the multiplicity 
of species and strains now catalogued may have evolved 
from it. Until this theory is disproved I still have a regard 
for the term Weil's disease, and, anyway, old names, though 
not strictly scientifically accurate perhaps, have an affec- 
tionate familiar sound. Such names die hard.—I am, etc., 
J. G. P. Power. 


College of General Practi- 


Taunton, 
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Abdominal Migraine 


Sir,—Regarding the letters recently appearing in the 
Journal on the above subject, may I suggest that the deriva- 
tion and/or nomenclature of migraine are not clinically 
important ? In fact, they might easily be misleading, or at 
least be unhelpful in diagnosis. 

Sir John Parsons, in a letter to the Journal (October 29, 
1949, p. 980) replying to a suggestion that migraine might 
cause permanent scotomata, strongly emphasized that 
migraine is a symptomatic syndrome, and that the syndrome 
when complete is unmistakable, but in mild forms only 
parts may occur. He considered scintillating scotomata the 
most frequent symptom and doubted a diagnosis without 
them. I wrote in the Journal (November 19, 1949, p. 1177) 
that, after a great many years’ interest in the condition, I 
did not consider the scintillating scotomata the most frequent 
sign, but that the bad headaches, feeling of sickness, photo- 
phobia, and wishing to rest in a darkened room were the 
most symptomatic. After seven more years’ experience I 
am convinced that after the headaches the abdominal symp- 
toms are the most pathognomonic of the syndrome, and 
without any history of such I would be slow in diagnosing 
migraine. I therefore see every reason to be grateful to Dr. 
H. G. Farquhar for his able study (Journal, May 12, p. 1082). 

Two years ago an architect patient of mine found himself 
away from home in the Midlands one week-end. He had 
been cured of migraine for 18 months before this. On the 
Saturday afternoon he was taken suddenly ill with acute 
abdominal pain, sickness, and prostration. He was rushed 
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to the local hospital and prepared for an acute abdominal 
operation. He was an intelligent man and naturally took an 
interest in his complaint : we had discussed it on many 
occasions. He asked the house-surgeon to get in touch with 
me, which he did. Naturally, there was no reason why a 
migraine patient could not have an acute abdomen, but 
I suggested that he might have an injection of carbachol, 
the preparation he used to take when he got rid of his 
migraine symptoms. An hour afterwards he was normal, 
and returned to his hotel next day. 

Though I have heard of similar incidents, this is my only 
personal and factual one, but I often reflect on and wonder 
at the number of migraine subjects with predominantly 
abdominal symptoms who lend themselves unwittingly to 
exploratory laparotomies.—I am, etc., 

London, W.1 James H. MELLOTTE. 


Paediatric Anaesthesia 


Sin,——-My attention has been drawn to Mr. Albert Davis's 
letter (Journal, July 7, p. 45) on this subject, and I feel that 
it requires considerable attention if the conditions which he 
describes prevail. I am led to believe, however, that, as 
in my own hospital, there are more instances of the most 
modern methods being used than otherwise. 

For some 20 years at the Westminster Children’s Hospital 
all children undergoing dental extractions under general, 
and sometimes local, anaesthesia receive some form of 
premedication. Over the years we have investigated a num- 
ber of drugs and we are now using quinalbarbitone and 
chlorpromazine together. The latter is presented in a syrup 
with a spearmint flavour which is not only pleasant to 
children but successfully masks the bitter barbiturate. One 
of the principal values we place on premedication is that 
of amnesia, and it is rare to find a child who has any 
recollection of even entering the operating room. If, there- 
fore, there is difficulty during the induction of the anaesthetic 
there is no fear of the child having any memory of it. 

Where there are large numbers of children attending for 
2 general anaesthetic it is useful to have a routine system, 
even if all the children do not really need the preparation. 
Most departments are small, and if the parents cannot be 
separated from their children during the waiting period 
then sedation helps to keep a quiet atmosphere in the wait- 
ing-room. Sedation can be carried out for a large number 
of children in one session, and, apart from the obvious 
benefit to all concerned, it saves a considerable amount of 
time.—-I am, etc., 


London, S.W.1 SEYMOUR ROBINSON. 


Sir,—The letter from Mr. Albert Davis (Journal, July 7, 
p. 45) calls for a reply. In 1952 I made a plea for a higher 
standard of administration of anaesthetics for tonsillectomy, 
and described two techniques; induction was by nitrous 
oxide or intravenous thiopentone according to the choice of 
the child. Except in children under the age of 3 years, 
there is no need to use any other agents, and these two, if 
properly used, need cause no psychological trauma. A child 
who is asleep at induction time is easily anaesthetized with 
nitrous oxide without being awakened: a child who is 
awake is offered the alternative of “some air blown over 
your face ” (nitrous oxide) or “a prick in your arm to send 
you to sleep” (thiopentone, 25 mg. per year of age). 

Premedication.—From the anaesthetist’s viewpoint child- 
ren fall by and large into three groups. The first are well- 
balanced children who, unless thoroughly upset by the hos- 
pital staff, will readily accept an induction (as above) without 
any premedication, and will not find the experience un- 
pleasant. These children may be given methylpentynol or 
no sedative at all, according to preference. The second 
group are those who are a little frightened, though they 
may not show it, and, unless carefully handled, may not 
readily accept induction ; these children benefit from seda- 
tion. They may be given methylpentynol, oral pento- 
barbitone, or “ omnopon ” and scopolamine, in full dosage, 
on a weight basis. The third group are either so frightened, 
spoilt, or aggressive, that they will not willingly accept any 
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form of induction. These children should be given rectal 
thiopentone—1! gr. per 50 Ib. (23 kg.}—so that they are 
unconscious at induction time. 

The problem of selecting the appropriate premedication 
would be eased if the doctor seeing the children could 
assess them accurately, but, unfortunately, owing to circum- 
stances beyond the anaesthetist’s control, this is not always 
the case. There are, of course, many other methods besides 
those mentioned above, but these, used with reasonable 
intelligence, can abolish the barbarism mentioned by Mr. 
Davis, of whose experience I am very sorry to hear, 

May I add that I have heard of anaesthetists using the 
technique I described in 1952, with intravenous thiopentone 
induction, for children who have already received an oral 
barbiturate. Lest the technique should fall into disrepute, 
I should like to point out that this is not recommended. 
In some cases there is a marked additive effect, and there 
may be a very long delay in recovery of consciousness, for 
twelve hours or more. In the technique I described (which 
is chiefly recommended for poorly staffed hospitals with, 
perhaps, no resident doctor) the children recover their re- 
flexes on the table, and there is no post-operative delirium 
as may occur after oral barbiturates.—I am, etc., 


Chisleburst, Kent JOHN BULLOUGH. 


Athlete’s Foot 


Sir,—A good way to treat hyperhidrosis is as follows : 
clean socks twice daily ; + gr. (32 mg.) phenobarbitone twice 
daily (there is a psychological factor); apply the following 
lotion to the feet: formalin 40%, 25 min. (1.5 ml.); acid. 
salicyl., 10 gr. (0.65 g.); camphor, 10 gr. (0.65 g.); spirit. 
rect. 70° ad 1 oz. (28 ml.) ; and then dust the feet and socks 
with pulv. sod. hexametaphosphas 6%. Of all combinations 
of therapy this is the most effective-—I am, etc., 


Excter Perer H. SHERWOOD. 

Sir, —I must apologize for taking up more of your space, 
but I cannot let Dr. D. Hooker's further letter (Journal, 
July 14, p. 100) remain unanswered. Athlete's foot is not 
any condition of hyperhidrosis and maceration of the feet 
as he now states. It is a fungus infection of the skin of 
the feet, commonly due to Epidermophyton inguinale and 
Trichophyton rubrum. It is all very well for Dr. Hooker 
to include other conditions with a similar clinical picture, 
label them (incorrectly) as athlete’s foot, urge the adoption 
of somewhat heterodox treatment, and when challenged on 
the grounds of diagnosis to say that “ since all cases improve 
on this treatment this factor seems quite irrelevant,” but 
this will simply not do. 

As Dr. G. R. Addlestone (Journal, June 23, p. 1486) has 
pointed out, simple hygienic measures (frequent washing with 
soap and water and frequent changes of socks) and the use 
of foot powder are perfectly adequate to control the great 
majority of cases which Dr. Hooker would call athlete's 
foot and treat by a much more complex regime involving 
the application of creams and fungicides. I regard it as 
competely relevant to object to unnecessary treatment, for 
that is what I suggest Dr. Hooker’s methods amounted to in 
the majority of his cases. That he was unable to attempt 
accurate diagnosis because of lack of facilities may be some 
slight justification for his embarking on blunderbuss therapy, 
but hardly justifies his urging this approach to others. I 
repeat, Were any cases treated by the measures described 
but with application of fungicides omitted ? And would add, 
Were any cases treated by the simple methods described 
above ? To suggest that formalin ought to be applied 
because organisms are clearly involved in the production of 
the full clinical picture of hyperhidrosis overlooks the fact 
that they are saprophytes, which play a minor role, and 
which are best eliminated by removing the physical condi- 
tions necessary for their growth. 

I must thank Dr. Hooker for his gratuitous assurance 
that it is a fact of simple pathology—or was when he was 
a student—that insoluble foreign bodies delay healing. This 
fact was not unknown to me. I should perhaps have made 
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it clearer that I am not prepared to accept his unsupported 
statement that the application of foot powder gives rise to 
such foreign bodies in cases of athlete’s foot—or in cases 
of hyperhidrosis, The skin conditions that have been under 
discussion in your columns have been known for many 
years, and a wealth of clinical experience has been ac- 
quired, from which orthodox lines of treatment have 
emerged. If further advances in our knowledge are to 
come, they will surely do so as a result of carefully con- 
ducted surveys with full investigations, “ controls,” and ex- 
perimental support for hypothetical objections to estab- 
lished methods.—I am, etc., 
Londoa, S.E.13 


Benzhexol Hydrochloride im Parkinsonism 


Sirn,—I have read the article by Drs. H. B. Porteous and 
D. N. Ross (Journal, July 21, p. 138) describing the mental 
disturbances appearing in their Parkinson patients whilst 


M. D. A. HELLER. 


being treated with benzhexol hydrochloride (* artane,” 
“pipanol”). They gave it in varying doses from 5 mg. to 
20 mg. daily. No fewer than 10 out of 52 patients so 


treated showed mental disturbances, three severe enough 
to be transferred to a mental hospital. In a recent review 
of the treatment of 240 patients attending my Parkinson 
clinic, benzhexol hydrochloride has been found to be one 
of the least effective of the drugs used in attempting to 
control the symptoms of all forms of Parkinsonism. Fewer 
than one-fifth of the patients were receiving it, usually in a 
combination with more effective drugs. When I have used 
benzhexol hydrochloride in similar doses as prescribed by 
these authors I have only occasionally encountered mild 
mental disturbances. If more than 20 mg. daily was pre- 
scribed, vomiting, giddiness, restlessness, and tinnitus usually 
occurred rather than severe mental disturbances. 

I must disagree with the authors’ opinion that this drug 
is the choice in the treatment of Parkinsonism. “ Disipal ” 
(8-dimethylaminoethyl-2-methylbenzhydryl hydrochloride), 
the drug of choice in my clinic, and to a lesser degree “ lysi- 
vane” (ethopropazine hydrochloride) are more effective in 
controlling the symptoms of Parkinsonism than benzhexol 
hydrochloride and less toxic. Benzhexol hydrochloride 
should only be prescribed when the patient has been proved 
to be refractory to either one of these drugs used singly 
or in combination.—-I am, e‘c., 


Birmingham, 18 R. O. GILLHESPY. 


Meratran ” 


Sir.—We have read with interest the articles by Drs. 
W. G. A. Begg and A. A. Reid and by Dr. F. Houston 
(Journal, April 28, pp. 946 and 949), and also the comment 
upon these articles by Dr. Mogens Schou (Journal, May 26, 

. 1236). 

" In the original description of the uses for meratran (read 
at the 110th annual meeting of the American Psychiatric 
Association, St. Louis, Missouri, May 3, 1954), Dr. H. D. 
Fabing' described the uses of meratran in different types of 
depression. He found that it was frequently but not uni- 
versally effective in reactive depressions of a moderate rather 
than psychotic degree, but only rarely effective in the severe 
endogenous depressions, which of course respond much more 
satisfactorily to electroshock therapy. These original findings 
have since been confirmed by 380 investigators. Dr. H. E. 
Andren’ described the concurrent use of small doses of 
meratran along with electric shock, and it is his impression 
that such patients respond more quickly than they would 
have responded to shock therapy alone. Increasing the dose 
of meratran above the recommended levels of 6 mg. to 
7.5 mg. daily as a maximum has produced almost uniformly 
discouraging manifestations of undesirable overstimulation. 

Because of the findings indicating that meratran is contra- 
indicated in those cases in which the elements of anxiety or 
tension predominate, we have compounded a tablet con- 
taining 1 mg. meratran with 0.25 mg. reserpine. This com- 
bination has been found to be quite effective in the treatment 
of certain types of agitated depressions 
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It is regrettable that the proper use of meratran, which is 
indicated in relatively small doses in reactive depressions and 
emotional fatigue, should be criticized because of the poor 
results associated with the improper use of meratran in over- 
dosage in the type of patients in whom meratran should not 
be used.—I am, etc., R. C. Poace, 


Director of Medical Research, a 


Cincinnati, Ohio, U.S.A. Wa. S. Merrell Co. ' 7 a 


Hawkins, J. R., and Moulton, J. A. L., Amer. J. Psychiat., 
2 Andren, H_ E., Dis. nerv. Syst., 1955, 16, 275. os 
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Oestrogens and Salt Retention 


Sir,—In your annotation on oestrogens and salt retention 
(Journal, July 28, p. 220) you have drawn attention to the 
fact that the hormone in the normal subject is responsible 
for a transient decrease in the urinary excretion of sodium, 
chloride, and water, together with an increase in the extra- 
cellular volume. Importantly you have noted that there 
is no change in the potassium excretion, thus probably 
excluding adrenal intervention in the mechanism. Although 
you regard the action of the hormone as not clear you yet v3 
suggest that its effects are directed towards the renal tubule. . 
These transient changes could be better accounted for by 
postulating a reduction in the glomefular filtration rate. 

Franklin’ and Sophian in a small series of experiments 
have shown that massive doses of oestrogen spilled into 
the peritoneal cavity of rabbits produced blanching of the 
renal surface, a circulatory variation which could be pre- 
sumed to effect reduction in the glomerular filtration rate 
(progesterone did not produce such effect). This underlying 
renal change could well explain Matthews’s’ finding that the 
exhibition of oestrogen to inhibit lactation even on the sixth - 
day of the puerperium, if the patient recovered from eclamp- 
sia, provoked oedema (and hypertension). The uterus can 
intermediate these oestrogen effects on the kidney. Corner 
and Csapo* have shown that the hormone can increase both 
the acto-myosin concentration and the isometric tension of 
the animal's uterus, changes found to occur in toxaemia by 
Green et al.* and Reynolds et al.’ For Green et al. demon- 
strated in their pre-eclamptic studies an increased blood 
adenosine content which reflected an increased myosin pro- 
duction (the former being derived by the splitting action of 
the latter on adenosine triphosphate), and Reynolds demon- 
strated a heightened isometric tension in the toxaemic by 
the evidence provided by the uterine outline. Progesterone 
antagonizes oestrogen effects on the uterus and theoretically 
can reverse them,® a fact I have emphasized,* which may 
well have therapeutic implications. 

Recently renal biopsies have shown that in pre-eclampsia 
the glomerulus is oedematous and that protein leakage has 
occurred into Bowman's capsule,’ changes that Hoff* had 
found to accompany renal ischaemia provoked by electrical 
stimulation of the cerebral cortex. 

An appraisal of these data strongly suggests that the 
oestrogen effect on the salt and water retention and the 
expansion of the extracellular space—met with also in pre- 
eclampsia’—is based on renal circulatory alterations affecting 
the glomerular filtration rate. Small variations in the rate 
pass undetected ; yet a reduction of 1% will account for a 
retention of 10 g. of sodium per day. This intervention has 
escaped your consideration.—I am, etc., 


London, W.1. JOHN SOPHIAN. 
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Medical Education 
Sirn,—Some of Professor G. W. Pickering’s remarks 
(Journal, July 21, p. 113) are very disturbing. First, the 


implication that the introduction of the compulsory year 
of residence might justify substantial change in the teaching 
of the students. Does this mean reduction of his clinical 
teaching ? 

Even before the pre-registration year was introduced a 
very large number of the newly qualified did one or two 
resident appointments, so that a reduction in, for example, 
dressing and clerking now would mean that for the majority 
there would in fact be less clinical teaching before a man 
left the shelter of a hospital appointment. Further, it is 
almost certainly true that the best students get the best 
resident appointments in their own hospitals, and the weaker 
ones have to be content with perhaps appointments in special 
departments and perhaps with appointments in non-teaching 
hospitals, in which, at any rate in my experience many years 
ago, there was practically no instruction. 

Those of us who consider it perhaps our highest honour 
that we are able to be teachers in a medical school have 
no confusion of mind as to what we are trying to do, nor 
do we think that our methods differ in principle from those 
of our forebears. In teaching a man to be a doctor, of 
course, we teach him about the implications of what he is 
doing. If he is instructed on how to pass a catheter he 
can scarcely escape being instructed on what the result may 
be, and why, and how. I can remember my teacher, the 
late Dr. James Russell, sitting on the bed of a patient and 
setting fire to our curiosity and interest in a way that few 
who have been taught by him have forgotten (1920). It 
is upsetting that medical scientists joining a medical school 
to-day should suddenly imagine that these elementary 
principles of thinking and understanding are something quite 
new in a medical school. I notice also some confusion of 
thought in that the arts department in the university con- 
siders the medical school badly educated, and the science 
department thinks that a medical student must be taught 
how to think. 

When I was a student I could not fail to see among my 
teachers men who were humane, devoted, reliable, and in 
every way a pattern of what a doctor should be, and | 
think that there is scarcely any finer education than to work 
with such men. If I were to suggest a change in the medical 
curriculum, it would be thet we would protect ourselves 
from it becoming a pure faculty of medical science, and that 
perhaps we should find a place—as, for example, instead of 
botany—for some general philosophical instruction, so that 
a young man might be encouraged to think about his place 
among his fellow men and in eternity. I am sure that in 
the world as it exists to-day the thing of the greatest 
importance is the preservation of the morale of the medical 
profession. 

As to what we propose to produce as a basic doctor, there 
cannot be much argument about this. It is governed by an 
Act of Parliament through the General Medical Council, and 
it is a clinician.—I am, etc., 


Birmingham 


H. Donovan. 
Artificial Respiration 


Sir.—-Following a recent visit to England, I am not sur- 
prised at the contents of the letter (Journal, May 26, p. 1239) 
by Dr. R. E. W. Fisher concerning artificial respiration in 
a moving ambulance. The advice he offers on behalf of 
the chief medical officers of the area gas boards only befits 
an obsolete state of affairs in relation to ambulance equip- 
ment in England. 

Several years ago all the civil ambu!ances throughout the 
state of Victoria were equipped by the Hospitals and Chari- 
ties Commission with oxygen resuscitators and suction 
apparatus. The oxygen resuscitator, known as the ~ R.M. 
resuscitator,” is a modification of the Oxford inflator with 
certain improvements. The suction apparatus is worked 
by simply connecting it to the intake manifold of the engine 
of the ambulance. So successful has been this type of 
apparatus that its use by the ambulance crew, apart from 
any more skilled medical help that may be available, is 
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now taken for granted, and a long list of impressive “ saves ” 
have accumulated over the years. The lives saved have 
been due either to the apparatus in the ambulance entirely 
or to the maintenance of life during an asphyxial episode 
while the patient is being conveyed to hospital in order to 
receive specialized treatment in the hands of anaesthetists, 
such as emergency bronchoscopy, etc. 

To me it is a paradox that a country like England, which 
has contributed so much to anaesthetic progress and to 
whom I am indebted for my own training, should be so 
backward as regards the installation of suitable oxygen 
resuscitators and suction apparatus in ambulances.—I am, 
etc., 

Norman R. JAMes. 


Radiation Hazard 

Sir,—The holiday season is with us, and during this period 
many people will, as usual, sustain injuries requiring hospital 
treatment at long distances from their homes. Many of 
these will obtain primary treatment at the local hospitals 
wherever they happen to be, and will be referred back for 
continuation of treatment in the accident services of the 
hospitals in the main population centres where they reside. 

May I address through your columns an urgent plea to 
casualty officers, who deal with these cases in the first place, 
to take the greatest possible care that sufficient and accurate 
information is transmitted to the hospitals that will be 
responsible for further treatment ? This particularly applies 
to relevant x-ray films, which should always accompany the 
patient. 

Although the early transmission of x-ray films, which may 
sometimes have to be sent in the custody of the patient, 
may give rise to considerable administrative inconvenience, 
it is surely of primary importance that they should be made 
available without delay to the surgeon responsible for the 
care of the case. A very substantial number of x-ray ex- 
posures could be avoided if patients’ previous x-ray films 
were always available when they first attend the accident 
services in their home towns.—I am, etc., 

Rotherham. H. L. McMULLEN. 


Victoria, Australia 


Blindness 

Sir,—In your annotation (Journal, July 21, p. 146) you 
state : “ The largest single cause of blindness is still senile 
cataract, and this is par excellence a remediable condition ; 
yet of those so registered 82%, have received no treatment. 
though some 50%, are considered to be amenable to surgical 
relief.” 

I have found in many of these old patients that the 
deterrent is a fear of hospital and not a fear of operation. 
This fear of hospital would appear to arise in the main 
from three causes : (1) fear of the unknown; (2) fear of 
entering an institution where relatives, friends, and neigh- 
bours of the same age group have died within the past year 
or two ; (3) fear of losing the home or the room occupied 
by the patient in the home. In this last case the fear is 
often justifiable, and I have on many occasions had diffi- 
culty in persuading younger relatives to have the older 
patients back home after a short stay in hospital. 

It occurred to me that it might be feasible to take cataract 
surgery to the patient in cases where the patient refused to 
come to hospital. Most of the homes are not suitable to 
operate in, but I thought that a mobile surgical truck 
could be taken to the patient's home and the operation 
performed there. I realized that collaboration between the 
patient, the family doctor, the district nurse, the Institute 
for the Blind, and the hospital service would have to exist, 
and I suggested an outline for this scheme to the Institute 
for the Blind and the regional hospital board in the first 
place. It is interesting to note the different reactions of 
these two bodies to the suggestion. 

The superintendent of the Institute for the Blind agreed 
with me. He thought the idea of a mobile surgical theatre 
was a good one, and in wishing me success in my efforts 
he said that I could rely upon the utmost co-operation 
from him. The senior medical administrative officer of 
the regional hospital board said that the scheme would be: 
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quite unacceptable to the board for many reasons, and 
that there was no possibility of such a scheme being 
adopted. I showed this letter to the superintendent of the 
Institute for the Blind, who expressed great surprise at 
the general tone of it. He noted that no reasons were 
given, and he thought that it was very discouraging and 
frustra‘ing to have a useful proposal turned down in such 
a summary fashion. 

I myself thought that any suggestion which was made to 
deal with so serious a problem would have received the 
Serious attention of one’s medical colleagues at the regional 
hospital board.—I am, etc., 

Dudley L. H. G. Moore. 


Wound Healing 


Sir,—I was interested to read the report of the 8th 
Quarierly Clinical Forum of the Ciba Foundation on 
wound healing (Journal, May 19, p. 1167), particularly in 
reference to the mechanism of “ wound contracture ” pre- 
sented by Mr. M. Abercrombie. In a previous article I’ 
have presented quantitative experimental data dealing with 
restorative processes in mammalian wound healing, with 
particular reference to contraction in wounds, and it is 
gratifying to find my conclusions supported by Mr. Aber- 
crombie. It is indeed remarkable that the phenomenon of 
contraction in wounds receives such passing attention and 
faulty descriptions in current textbooks of pathology and 
surgery. 

In 1876 Sir James Paget’ clearly recognized contraction as 
a dominant restorative mechanism in the healing of wounds 
with tissue loss. Paget's descriptions of the healing of 
external wounds compares more than favourably with 
current textbooks, and it appears that many of the fallacies 
underlying current descriptions stem from results on wound 
healing obtained by an analysis of physical factors involved 
in the tensile strength of artificially closed wounds. Per- 
haps the time is ripe to stress that a biological approach 
to growth mechanisms involved in wound healing demands 
recognition of a wound as a traumatic loss of tissue, and 
the basic conception of healing to be a restitution of the 
spatial deficit with living tissues, 

In reference to the mechanism of “ wound contracture,” 
Mr. Abercrombie indicates that contracture is “ due to the 
activity of the cellular components of granulation tissue,” 
and again that “contractility—was probably a property 
common to many members of the fibroblast family of 
cells.” While I am essentially in agreement with the former 
proposition, experiences based on radiobiological investi- 
gations on contraction and other aspects of wound healing 
fail to support the latter hypothesis. It is well known that 
cells which undergo active shortening to create tensile forces 
as an essential physiological function are extremely radio- 
resistant—for example, smooth, cardiac, and voluntary mus- 
cles—and, indeed, huge doses of irradiation require to be 
administered to interfere with this physiological mechanism. 
In the rabbit, arterial and arteriolar smooth muscle ob- 
served in vivo in Sandison Clark type ear chambers will 
tolerate single tissue doses of x or y rays in excess of 
6,000 r without apparent alteration in shortening induced by 
vasoconstrictor agents, adrenaline, and pitressin (unpub- 
lished observations). However, I have shown that single 
doses of irradiation as low as 200 r significantly lengthen the 
latent period in wound contraction, and decrease the linear 
rate of contraction in wounds in the rabbit.’ It has been 
found that the relationship between the rate of contraction 
and the dose of irradiation follows an exponential curve 
(unpublished observations). I have suggested that the mech- 
anism responsible for contraction in wounds is essentially 
similar to that for growth in general—viz., cell movement 
or migration—and that the processes of granulation tissue 
formation and contraction essentially follow the patterns of 
regenerative growth in lower animals—viz., epimorphosis 
and morphyllaxis respectively. Both of these processes are 
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and organisms together with the limitations placed on re- 
orientation of cell groups and tissues, en masse, by exo- 
skeletal and endo-skeletal structures. 

It is considered that the spatial reorientation of a cell in 
growth processes in embryonic and regenerative mechanisms 
should not be confused with the physiological mechanism 
of cellular contractility. The changes in protein structure 
involved in the two processes, based on observed changes 
in the ultra structure of protoplasmic constituents, show 
marked differences, and indeed this difference is paralleled 
by the profound differences in behaviour to tensile gradients 
and with certain other physical agents, particuiarly ionizing 
radiations.—I am, etc., 

Melbournc. Australia. H. A. S. VAN DEN BRENK. 
REFERENCES 
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No Doctor at Sea 


Sir,—May I use a little of your space to explain to Dr. 
R. D. MacLean (Journal, May 19, p. 1175) that 1 omitted 
all reference to the International Code of Signals in my 
original letter (Journal, April 28, p. 981) because I believe 
it to be, for all practical purposes, defunct. The G.P.O. 
tells me that the case-stating section of it is never, or hardly 
ever, used by ships requiring medical advice. The I/nter- 
national Code was originally intended to overcome language 
difficulties in international communication, not as a means 
of abbreviation. For the latter purpose, indeed, it is hardly 
suitable. My objections to it would occupy too much 
space to be detailed here, but I have communicated them 
to the G.P.O., and they say they may consider the matter 
again. 

I agree with the suggestion contained in Dr. MacLean’s 
final paragraph that messages should be dealt with by some- 
one with seafaring experience, but foresee difficulty in 
arranging this. The volume of traffic is insufficient to 
support a full-time appointment, and it is unlikely to be 
easy to arrange 24-hour coverage by local practitioners with 
the necessary background. Perhaps the easiest solution 
would be to refer medical advice messages to the nearest 
naval hospital. 

The Ship Captain's Medical Guide is already available 
to the hospitals at present concerned ; there would be little 
point in providing also the International Code until ship- 
masters can be induced to make use of it.—I am, etc., 
Victoria, Australia S. J. Lioyp. 

Fluoroscopy for Children 

Sir,—It is the common experience of most radiologists, as 
well as physicians, including the paediatricians, that children 
scream and create trouble during fluoroscopy, however they 
may be reassured by kind words. Even if the mothers are 
allowed to stand by the side of their children, it does not 
allay their fears, as the room becomes dark. 

Recently I have tried out the following simple method, 
and since adopting it the crying of children during fluoro- 
scopy has practically vanished from my hospital practice. 
It consists in simply asking the child to close its eyes and 
to open them when commanded by me. The lights of the 
room are switched off after the child closes the eyes, and 
are switched on before the child opens them. I think 
children are afraid of darkness, as well as strange objects 
and strange persons. As soon as they close their eyes they 
become oblivious of their surroundings, and immediately 
become patient and co-operative. I think this method can 
be employed while taking x-ray pictures of the children. 

I am sure this procedure has not been described by 
any radiologist nor is it mentioned in any works on radio- 
logy, including standard works like Textbook of X-ray 
Diagnosis by British authors.’ It will be interesting to 
know if any of your readers have had a similar experience. 
—I am, etc., 
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Obituary 


R. J. MCCONNELL, M.Ch. 


Mr. R. J. McConnell, consulting surgeon to the Royal 
Victoria Hospital and to the Ulster Hospital for Women 
and Children, Belfast, died at his home at Belfast on 
July 22. By his death the Belfast Medical School has 
lost one of its best-known and most popular con- 
sultants. He was 72 years of age. 

Owing to the early death of both his parents, Robert 
John McConnell was brought up with the family of his 
uncle, Mr. (later, Sir) Thomas McConnell, and was 
educated at Bedford Grammar School and Queen's 
University, Belfast. After graduating M.B., B.Ch. in 
1912, he became demonstrator in anatomy under 
Professor Johnson Symington and passed the primary 
examination for the Fellowship of the Royal College 
of Surgeons of England at the first attempt. While he 
was working in the anatomy department he made a 
special study of the gall-bladder and bile ducts and read 
a paper on the subject at the meeting of the British 
Anatomical Society in Glasgow. 

The first world war interrupted McConnell’s studies, 
and with his friends, S. R. Foster and Harry Malcolm, 
he joined the R.A.M.C. and served in France with the 
59th North Midland Territorial Division. In 1916 he 
was invalided home with trench fever and was sent as a 
patient to the Ulster Volunteer Force Hospital, Belfast. 
and on discharge from the hospital became its house- 
surgeon for the later years of the war. But he never 
completely overcame the war legacy of illness. After 
demobilization he returned to the serious study of 
surgery and by obtaining the degree of M.Ch., with 
distinction, qualified himself for a hospital appointment 
in Northern Ireland. A period of service as clinical 
assistant in the Ulster and the Royal Victoria hospitals 
was soon followed by appointments to the surgical staffs 
of both these hospitals, and to both of them he gave 
faithful service till the age of retirement. A member 
of the British Medical Association for nearly forty years, 
he served as a vice-president of the Section of Ortho- 
paedics, Including Treatment of Fractures, when the 
Association held its Annual Meeting at Belfast in 1937. 

Mr. S. T. Irwin writes: R. J. McConnell began his con- 
sultant work at a time when it was still considered respect- 
able to be a general surgeon, and so, although perhaps he 
paid most attention to the abdomen, he had a wide acquaint- 
ance with the surgery of the other regions. When the 
British Orthopaedic Association met in Belfast in 1927 he 
made a considerable contribution to the meeting on the 
subject of club foot. In both his hospital appointments he 
gave much time to teaching and his classes soon became 
popular, especially with final-year students. He was at his 
best with a small class around the bed or when discussing 
a case with his assistants over a cup of tea. He disliked 
large audiences and could rarely be persuaded to speak at 
public meetings. This reticence prevented him from accept- 
ing the presidency of several medical societies which he was 
offered, and he refused to become chairman of staff in either 
of his hospitals. He had a wide and accurate knowledge of 
surgical literature. His retentive memory, coupled with his 
dexterity and power of anticipation, made him an invaluable 
surgical assistant in his earlier years. No apology need 
be made for recording his gallantry in the devastating air 
raid of May 4, 1941. On that particular night he was 
on duty at the Ulster Hospital when it was almost com- 
pletely demolished by explosive and incendiary bombs. He 
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worked with the casualties throughout the night in the midst 
of fires and falling masonry, and in the morning drove 
members of the nursing staff to the homes of friends through 
Streets littered with debris. He received an official com- 
mendation for his brave conduct. He was most at home 
in his own unit in the Royal Victoria Hospital. This unit 
was perhaps the happiest and certainly the most attractive 
to resident pupils, house-surgeons, and nurses, to whom he 
showed the greatest consideration at all times. He was 
adored by all his patients, whether they were children in 
the Ulster Hospital or adults in the Royal. To him the 
interest of the patient was always of prime importance. 
In his student days and for some years after he was a 
keen sportsman. He rode in point-to-point races, played 
golf and Rugby football. But when he gave these up he 
adopted photography as his hobby, an art in which he 
made himself an expert. When cine-films in colour were 
introduced he became interested in this aspect of photo- 
graphy, and had a very considerable collection. These 
included weddings in the families of his friends, operations, 
and foreign scenes, but perhaps his best-known film was an 
amusing skit on the Smith-Petersen operation. This was 
indeed a masterpiece, and has been widely shown to visiting 
medical societies in Belfast. Apart from his professional 
work, perhaps his greatest interest was in reading. He was 
a voracious reader, and his nightlight was rarely extinguished 
before 2 a.m. He had an extensive library, mainly historical 
and biographical, and almost to the end of his days he 
remained the student. It would be true to say that for a 
period of 30 years no member of the Belfast Medical School 
enjoyed to a greater extent than “ Bobby John,” as he was 
known to colleagues and students alike, the confidence of 
the general practitioners of the province or was more beloved 
by successive generations of medical students. 


DORIS GORDON, M.B.E., M.B., F.R.C.S.Ed., D.P.H. 


Dr. Doris Gordon, who did much to stimulate public 
opinion on the progress of obstetrics, particularly in 
New Zealand, died recently at Stratford, Taranaki, 
New Zealand. She was 65 years of age. 

Doris Clifton Jolly, the daughter of Mr. Alfred Jolly, 
general manager of the National Bank of New Zealand, 
was born in Victoria, Australia, but went to New 
Zealand with her family in 1894. She was educated 
at Otago University, graduating M.B., Ch.B. from the 
University of New Zealand in 1916. Later she obtained 
the D.P.H. After graduation she held an appointment 
on the medical staff of Dunedin Hospital, and was 
lecturer in bacteriology in 1916-17. In the latter year 
she married Dr. W. P. P. Gordon, and in 1918 they 
set up in practice at Stratford. 

Dr. Doris Gordon devoted the whole of her profes- 
sional life to the problems of maternity and child wel- 
fare. The arguments she used in a thesis written in 1924 
helped to form the basis of the New Zealand Govern- 
ment’s maternity service scheme. Under the scheme 
every primigravida became entitled to a fortnight in 
hospital free of charge, together with the best available 
medical attention and the use of analgesia in child- 
birth. She was always a staunch advocate of the use 
of chloroform, about which she had many differences 
of opinion with her professional colleagues, including 
the late Sir Truby King. She was director of the 
Maternal and Infant Welfare Health Department in 
New Zealand from 1946 to 1948. 

In 1925 Dr. Gordon became the first woman from 
Australasia to obtain a Fellowship in any Royal College. 
In that year she was elected F.R.C.S.Ed., her husband 
being admitted to the Fellowship also at the same 
ceremony. When the British (now Royal) College of 
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Obstetricians and Gynaecologists was founded in 1929 
she was elected a founder Member, becoming a Fellow 
in 1937. On the occasion of the silver jubilee celebra- 
tions of the College in 1954 she was awarded honorary 
Fellowship in recognition of her distinguished services 
to obstetrics and gynaecology in her own country, and 
in particular for being instrumental in obtaining funds 
for the endowment of a chair at Dunedin. She 
organized an appeal in 1930 which produced over 
£30,000. She was also responsible for the foundation 
in 1927 of the New Zealand Obstetrical and Gynaeco- 
logical Society. She was appointed M.B.E. in 1935. 
Her autobiography, Backblocks Baby Doctor, was pub- 
lished last year. Dr. Gordon is survived by her hus- 
band and the three sons and one daughter of the 
marriage. 


W. POINTON DICK, M.R.CS., L.R.C.P. 


The obituary of Dr. W. Pointon Dick was printed in the 
Journal of August 4 (p. 305). 


Dr. A. J. Hawe writes from Kumasi, Gold Coast: 
W. Pointon Dick's decision in 1952 to accept the post of 
tuberculosis specialist in the Gold Coast was probably in- 
fluenced by the knowledge that his father, Dr. W. B. Dick, 
had practised medicine there some decades earlier. Pointon 
Dick found the disease to be widespread and dreaded by 
patients and relatives alike. The condition had earned such 
an evil reputation that fear and often panic followed its 
diagnosis. He was the best possible choice for the task 
of combating tuberculosis in the Gold Coast and threw him- 
self into the work with great energy. By establishing treat- 
ment centres and using mass radiography and tuberculin 
surveys he was able to bring help to those areas where it was 
most needed. The work was very strenuous and demanded 
great physical exertion and much travelling. His friendly 
attitude and kindness to his patients soon won him popu- 
larity, and his success in the treatment of patients—often 
with advanced disease—established his reputation and raised 
the morale of the population. It is largely due to his work 
that patients in the Gold Coast no longer regard the diag- 
nosis of tuberculosis as tantamount to a sentence of death. 
His passing will be mourned all over the extensive terri- 
tories where he laboured so hard. It is pleasing to know 
that the Prime Minister of the Gold Coast has requested 
that the tuberculosis wards in the Gold Coast Hospital shall 
be named “The Pointon Dick Memorial Wards,” and so 
help to perpetuate his name. 


Dr. D. F. Wurraker died suddenly at his home at Guild- 
ford on August | at the age of 56. Donald Faraday 
Whitaker was born on July 17, 1900, the son of the late 
Sir James Smith Whitaker, the first Medical Secretary of 
the British Medical Association. Receiving his medical 
education at University College Hospital, he qualified 
M.R.C.S., L.R.C.P. in 1926, and then held the appointments 
of house-surgeon at Hampstead General Hospital and house- 
physician at the Seamen's Hospital, Greenwich, before he 
settled in general practice at Guildford early in 1929. For 
a time he was also assistant anaesthetist to the Royal Surrey 
County Hospital, and later became out-patients medical 
officer to the physiotherapy department of the hospital. In 
his home life as a youth Dr. Whitaker must have heard 
many references to the British Medical Association, of which 
his father was Medical Secretary from 1902 to 1912. A 
member of the Association since 1930, he came to promin- 
ence in the affairs of the B.M.A., both centrally and locally, 
immediately before the outbreak of the second world war. 
He was honorary secretary of the Guildford Division from 
1938 to 1944: its representative at the Annual Representative 
Meeting on several occasions from 1938 to 1954; and its 
chairman in 1951-2. It was perhaps appropriate that in 
1953 Dr. Whitaker should become a member of the Constitu- 
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tion Committee of the Association, which was set up in that 
year to review the Association's constitution, because his 
father was a member of the Constitution Committee 
appointed by the B.M.A. in 1900, the establishment of Divi- 
sions within the Branches of the B.M.A. being among the 
recommendations of that committee. Dr. Whitaker also 
served on a number of other B.M.A. committees, including 
the General Medical Services Committee, the Joint Formu- 
lary Committee, the Central Ethical Committee, and the 
Protection of Practices Committee. During the second world 
war he acted as emergency officer for Guildford and was 
honorary secretary of the local medical war committee. 
Since the introduction of the National Health Service he had 
served on the Surrey Executive Council and on the Surrey 
Local Medical Committee, of which he had been chairman 
since 1953, having become vice-chairman in 1951. 

Dr. Noet E. WATERFIELD writes: The news of the sudden 
death of Donald Whitaker from coronary thrombosis has 
been received by his colleagues with profound sorrow and 
regret. For many years while engaged in a very busy practice 
he gave up a considerable part of his leisure time to the 
service of his colleagues in the profession. We in Surrey 
have particular grounds for gratitude for his work as chair- 
man of the Surrey Local Medical Committee. He filled this 
post with conspicuous success, and by his wise interventions 
kept members to the point, soothed ruffled tempers, and 
helped the committee to arrive at wise decisions. His presence 
on the Surrey Executive Council and its many committees, 
where he was equally respected, did much to maintain 
friendly relations between the practitioners in Surrey and 
the council. Many of us have lost a good friend and the 
profession generally a wise counsellor. 


Dr. M. K. JoHNsTON died in Yardley Green Hospital, 
Birmingham, on July 19 at the age of 53. Munro Kennedy 
Johnston was born on September 18, 1902, the third of four 
sons of the Rev. William Johnston, of Troon, Ayrshire. 
After graduating M.B., Ch.B. from Glasgow University in 
1930, he began his career as a psychiatrist at Stoneyetts 
Mental Hospital, Glasgow. He then held an appointment at 
the Mansfield and District Hospital from 1931 to 1933. In 
1935 he became medical officer at Brookwood Hospital, in 
Surrey, where later he was promoted to deputy medical 
superintendent. He obtained the D.P.M. of the English 
Royal Colleges in 1936. Joining the R.A.M.C. in 1939, he 
served throughout the second world war until 1945, attain- 
ing the rank of major, and for some time was in charge of 
Rudolf Hess, from whom he elicited valuable information 
about the German war effort. After the war he was ap- 
pointed consulting psychiatrist to the Staffordshire County 
Council, but in 1947 he contracted pulmonary tuberculosis, 
from which he died after a prolonged illness. Dr. Johnston's 
friendliness and modesty and his keen sense of humour made 
him a charming companion. He is survived by his widow 
and three daughters. One of his brothers is Dr. Lennox 
Johnston, of Wallasey. 


Dr. T. B. CosTELLo, one of the oldest medical practitioners 
in Ireland, died at Tuam, Co. Galway, on July 14 at the 
age of 92. Thomas Bodkin Costello was born at Tuam 
in January, 1864. After leaving the local school of the 
Christian Brothers, he was apprenticed to his uncle, Dr. 
Nicholas Mahon, of Galway, and later studied medicine 
at the former Queen's College, Galway, and the Carmichael 
Medical School, Dublin. He graduated M.D. from the old 
Royal University of Ireland in 1888, and took the D.P.H. 
of the Irish Royal Colleges in 1906. Shortly after gradua- 
tion he became dispensary medical officer on the island 
of Lettermore, Co. Galway, where he was the only doctor 
for many miles around. With no qualified nurses or 
midwives to help him and with the nearest hospital and 
dentist both 40 miles away, his early life as a doctor called 
for physical strength and endurance almost as much as it 
did for professional skill. His area included a number 
of islands off the coast of Galway, and to reach them he 
used a currach, in all weathers. He left Lettermore to 
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return to Tuam, where he remained until his death. There 
he held a number of appointments, inc:uding those of 
medical officer of health to one of the disrensary districts 
and to the rural district council, and he was medical adviser 
to the police, the Post Office, and the local schools. He did 
much good work as a Red Cross Society lecturer, and was 
the first medical officer to the Tuam unit of the Order of 
Malta Ambulance Corps. A member of the Brisish Medical 
Association for 66 years, he was president of the oid Con- 
naught Branch in 1922 and again in 1924-5. He a'‘so 
served on the Irish Committee from 1923 to 1934. Archaco- 
logy was among his outside interests, and his contributiors 
to the knowledge of the subject gained him a wides-read 
reputation. He was president of the Galway Archaeo- 
logical and Historical Society, a vice-president of the Royal 
Society of Antiquaries of Ireland, and a member of the 
Royal Irish Academy. In 1903 he compiled a list of medica! 
terms in Irish. His death is a great loss both to the medical 
profession in Eire and to his many friends and patiens. 
He was ever ready to help a young and struggling doctor to 
make headway in his career, and his patients knew they 
could rely on him to respond to a call for help at any time 
of the day or night. To the sick he brought a cheery 
optimism which in itself did much to encourage the patient 
on the road to recovery. Among the older generation of 
medical practitioners he came to be regarded as an adviser 
to be consulted. His advice, when given, was invariably 
sound ; his reward, still another friend. Dr. Costello lived 
long and happily, and there are many in all walks of life 
in Tuam and beyond who will mourn his passing. He is 
survived by his widow, formerly Miss Edith Drury, whom 
he married in 1903, and one daughter. 


Medical Notes in Parliament 


OBITUARY 


Doctors’ Annual Earnings 


Dr. A. D. D. BrouGcuTon (Batley and Morley, Lab.) asked 
the Minister of Health on August | what was the average 
annual payment to individual general medical practitioners 
in the National Health Service in each of the four years 
1952 to 1955. Mr. R. Turton stated that the average gross 
annual earnings of individual general medical practitioners 
in Great Britain providing unrestricted general medica! 
services were as follows: 


Year Ended Average Gross Earnings 


March 31, 1952 £2,239 
March 31, 1953 £3,216 
March 31, 1954 £3,219 
March 31, 1955 £3,121 


A further sum would be payable in respect of the year 
ended March 31, 1955, when the amount of the practice 
expenses and of the earnings from non-National Health 
Service sources for that year had been ascertained. 


Artificial Eyes 


Mr. Joun Howarp (Southampton, Test, Con.) asked the 
Minister of Health on August | if he would make a state- 
ment concerning the fitting of artificial eyes under the 
Health Service in order to clarify the posi.ion. Mr. Turton 
replied that artificial eyes, including movable eyes and 
prosthetic shells, were supplied and fitted free of charge 
through Health Service hospitals and the eye-fitting ser- 
vice of the Ministry, which had a number of centres 
throughout the country. Patients should be referred in the 
first instance by their own doctor to a hospital ophthalmo- 
logist. 

Salk Vaccine Supplies 

Mr. S. P. Vianr (Willesden, West, Lab.) warted to know 
from what United States laboratory the supply of Salk 
vaccine was received with which the Medical Research 
Council intended to carry out trials in six areas last year; 
and what happened to these supplies. Mr. Turton said 
on July 31 that the Medical Research Council received 
limited supplies of Salk vaccine in the spring of 1955 from 
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two firms in the United States, Parke, Davis and Company 
and Eli Lilly and Company. Some of these supplies were 
used for laboratory investigations and the remainder was 
still in the possession of the Council. No portion of this 
vaccine had been used for immunizing human beings. 


Mental Patients —At the end of 1955 there were 150,804 
patients in mental hospitals in England and Wales, of whom 
26.6%, were voluntary, 0.3% temporary, and 73.1% certified. 
During the year 83,289 patients were admitted and 70,845 dis- 
cha ged 

Neglected Persons.—Of the neglected persons whose cases had 
been reviewed 2,172 were still detained in mental deficiency 
institutions at the end of Ju'y. 

Mental Deficiency-—On December 31 last there were 52,871 
persons resident in mental deficiency hospitals and homes under 
the Ministry of Health. In addition 1,273 beds were not in use 
owing to shoriage of staff and 424 for other reasons. 


Medico-Legal 


NATUROPATH GAOLED FOR TWO YEARS 


Jame; Brown Neil, aged 57, naturopata, of Talbot Road, 
Bournemouth, was sentenced to two years’ imprisonment 
at Bournemouth Quarter Sessions on August | for attempting 
to obtain from Olive Swift, an elderly Bournemouth woman, 
£500 in cash by falsely pretending that a doctor in the U.S.A. 
had diagnosed Mrs. Swift to be suffering from an advanced 
condition of cancer in the blood and that he, Neil, had 
power to treat and cure Mrs. Swift with the assistance of 
equipment called a supersonic pulsator. He pleaded not 
guilty. 

Prosecuting, Mr. J. Stephenson said Mrs. Swift enjoyed 
excellent health, and in February last she received out of the 
blue a letter through the post headed “* Healers’ Corner, Dr. 
Franz Schwartz, M.D., (G.R.)” 

The postmark was North Hollywood, California. The 
letter, signed “ Dr. Johnson, M.D., Secretary,” said, “I am 
the secretary to my beloved master Dr. Schwartz, who is 
the greatest cancer expert the world has so far known and 
he is also an apostle of the first church of Christ.” The 
letter went on, “ | am pleased to say he has consented to look 
into your case. This is very fortunate for he is an extremely 
busy man and in fact he is still supervising the treatment 
of our beloved President, Ike.” The letter also asserted that 
Dr. Schwartz had treated one of the members of the Royal 
Family, who, in addition to a thousand-pound fee, had given 
another fifteen thousand pounds to help poor cases. 

Another letter signed “ Franz Schwartz, M.D.“ stated, “ On 
the 1Sth instant (February) I sent my assistant under an 
hypnotic influence to your domicile. My assistant examined 
your sleeping body. He found that recently there has grown 
in your blood stream a neoplasm which is malignant. This 
cancer that is in the blood will eventually settle in the bowel 
where it will grow and destroy the bowel and you.” 
Treatment was to be by broadcasting from the U.S.A. and 
England by wave-producing instruments. The letter said that 
the writer had asked Dr. Brown Neil, of Bournemouth, to 
treat Mrs. Swift under his, Dr. Schwartz's, direction with 
“our new supersonic-pulsator.” In a letter in the same 
envelope signed “Dr. Johnson, M.D.,” payment for the 
treatment was requested of 500 £1 notes in a sealed brown 
paper parcel, which Mrs. Swift was to hand to Dr. Neil 
after arranging an appointment. 

Mrs. Olive Swift, giving evidence, said she took the letters 
to her solicitor and on instructions from the police wrote 
to the defendant for an appointment. She saw Neil on 
March 20, and took with her a sealed brown paper parcel. 
At her request, Neil took the parcel from her bag, but when 
police officers came in he put it back in the bag. 

Detective-Inspector Philipson-Masters said Neil had told 
him he did not know Dr. Schwartz, though he knew of his 
work in America. He denied having treated patients for Dr. 
Schwartz. In a later interview, Neil told him, “If it would 
help you, | am Dr. Schwartz.” 
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One week's treatment with ‘ Antepar ’ Elixir is 
& usually sufficient to eradicate threadworms. A single 
£ dose clears roundworms from the gut. Effective 
without fasting, purging or supporting measures, 
*Antepar ’ acts by paralysing the worms—they are 
then expelled by normal peristalsis. 
£ *Antepar ’, the original elixir of piperazine, is 
| well tolerated by patients of all ages. Its pleasant 
taste is popular with children. Containing piperazine 
# citrate equivalent to 500 mgm. of piperazine in 
each fluid drachm, ‘ Antepar’ is supplied in bottles 
& of 4 fl. oz. and 20 fl. oz. 


!_‘ANTEPAR’ ELIXIR 


WELLCOME & CO. (tHe weticome rounpaTION LTD.) ‘LONDON 


Associated Houses: AUCKLAND BOMBAY BUENOS AIRES CAIRO CAPE TOWN DUBLIN KARACHI MONTREAL NEW YORK RIO DE JANEIRO SYONEY 
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CARNATION MILK 
for Infant Feeding 


The advantages 
of Homogenisation 


I. 


Breast Milk 


Carnation Milk «« from contented cows” 


2. Carnation Milk diluted to 
whole milk standard 


3. Cows’ Milk 


The reduced reproductions of photo-micrographs above (originally magnified ¢60 times) 
show a direct comparison between the fat globule size and distribution in breast milk, 


Carnation Milk and cows’ milk. 


It will be seen that the homogenisation process given 


Carnation Milk breaks down the large globules of ordinary cows’ milk and distributes 


them evenly. 


The fat globules of ordinary cows’ milk average 
§ microns. Carnation globules after homogenis- 
ation average 1 micron, and this reduction in 
size increases the total number of fat globules 
by a minimum of 12¢ times. As only the total 
surface area of the globules has been increased 
and not the mass, the attraction between fat 
and serum exceeds gravitational force and a 
permanent emulsion is formed. Butterfat, 
therefore, cannot separate out. 
The advantages of homogenisation when 
prescribing Carnation Milk are: 
1 Fat globule surface area available for enzymic 
action is increased as much as five times over 
that of ordinary milks. 
2 Complete digestion of the butterfat is 
practically assured and the irritating effect of 
free fatty acids, so troublesome with ordinary 
milk, is eliminated. 
3 Miscibility of the fat in Carnation Milk with 
a Water during feed preparation and with- 
out subsequent fat separation. 
b The contents of the upper digestive tract. 
4 Reduction belcw full-cream value removes 
roportionately the important nutrients carried 
y butterfat. These are the vitamins A, E and 
K — the phospholipids and sterols of whole 
milk. Homogenisation renders a full-cream 


milk superior for all infant feeding. 

5 Feeding bottles are easily cleaned by even 
inexperienced mothers. The risk of bacteria 
entrapped in a fat film is eliminated. 

6 The adaptability of Carnation because of 
homogenisation permits the use of one simple 
milk for ALL infant feeding, with the exception 
of specific intolerances to milk solids other 
than whey proteins. 


Other attributes of Carnation Milk are: 

1 Safety, because of sterilisation after the 
Carnation cans are sealed. 

2 Hypo-allergenic properties. 

3 Uniformity — due to standardisation of 
solids. 

4 Prophylactic D,. 

§ Accuracy of measurement. 


“The Feeding of Infants” —a book 
specially prepared for doctors — to- 
gether with reprints of clinical investi- 
gations and Carnation feeding charts are 
available from: Medical Department, 
General Milk Products Limited, Bush 
House, Aldwych, London, W.C.2. 
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Neil, in the witness-box, said he was a naturopathic and 
radionic practitioner. He started studying medicine in 1916 
in Glasgow and did healing and massage work in his spare 
time. Subsequently he took a job on a steamship and spent 
one week in every month in the U.S.A. studying at the 
Indiana Physiotherapy Institute. He eventually obtained the 
American degree of Doctor of Naturopathy and Physio- 
therapy. In 1948 he took a course in radionics at Oxford. 
Every disease, he said, had its own radiation, and when this 
was picked up by an instrument the disease could be 
identified. These radiations could be picked up several years 
before they became noticeable in the tissue of a person 
even through a microscope. He had treated 1,500 patients 
of his own and over 3,000 from other practitioners. He was 
a member of the British Radionic Association and also 
belonged to the British Society of Dowsers. Attending a 
meeting of the latter body he was approached by a “ Dr. 
Jansen,” who said he had rooms in Harley Street. Later 
Dr. Jansen told him of Dr. Schwartz's work in America 
through his hypnotized assistant. At Jansen’s suggestion he 
agreed to treat Mrs. Swift. Dr. Jansen handed him some 
small chopped hair, which Neil produced in a “ cellophane ” 
wrapping marked “ Mrs. Swift.” 

Neil said, “ I tested it in my radionic diagnostic instrument 
and set the instrument to the disease rates of vibration of 
numbers which had been given to me, as mentioned by Dr. 
Schwartz, and I found that this instrument radiated the early 
stages of carcinoma in the body.” 

The Recorder thanked Mrs. Swift for her very good sense 
in exposing Neil's fraud. 


The Services 


A Supplement to the London Gazette has announced the 
following awards: 


Second Clasp to the Territorial Efficiency Decoration.—Colonel 
N. C. Oswald, T.D. 

Territorial Efficiency Decoration. — _ Lieutenant-Colonel 
J. W. S. H. Lindahl, Majors J. Bunting and T. C. MaclInnes, 
and Captain (Honorary Major) L. M. Edwards, R.A.M.C. 


Colonel G. T. Hankey, O.B.E., T.D., Army Emergency Reserve 
of Officers, R.A.M.C., has been appointed Honorary Colonel, 
12 General Hospital. 

Colonel (Temporary Brigadier) (now Brigadier) F. McL. 
Richardson, D.S.O., O.B.E., late R.A.M.C., has been appointed 
a Director of Medical Services, and has been granted the 
temporary rank of Major-General. 

Brigadier T. F. M. Woods, O.B.E., late R.A.M.C., has been 
appointed a Deputy Director of Medical Services, and has been 
granted the temporary rank of Major-General. 


Universities and Colleges 


UNIVERSITY OF OXFORD 
In Congregation on June 21 the degree of D.M. was conferred on 


C. Pallis, 
The Theodore Williams Scholarship in Anatomy for 1956 has 
been awarded to Gordon Edward George Sladen (Merton 


College). 
The Radcliffe Scholarship in Pharmacology has been awarded 


to Clarence Williams (Lincoln College). 


UNIVERSITY OF CAMBRIDGE 


In Congregation on June 23 the degree of M.B. was conferred 
on A. S. Mackenzie. 


UNIVERSITY OF ST. ANDREWS 


The following candidates have been approved at the examinations 
indicated : 

M.D.—D. M. Green (with honours and a Rutherford gold medal), J. M 
Black, Agnes K. Conn, and, in absentia, G. S, Nelson (with honours and 
a gold medal), C. E. G. Smith (with honours and a Singapore gold medal), 
1. T. Worsfold (with commendation), J. C. S. Paterson (with commenda- 
tion). 
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M.B., Cu.B.—'P. C. Robertson, ‘J. Sprunt, *Evelyn D. Moricy, 
2R. G. Clark, *G. F. Baines, *N. R. M_ Buist, *Gillian M. Watkins, 
Eniola O. Akinsete, J. M. Anderson, L. Barclay, W. J. Bassett, J. A. 
Bowles, Elizabeth A. J. Buchan-Hepburn, H. J. L. Burgess, W. B. Clarkson, 
G. D. Constable, B. V. M. Corps, Veronica J. Duffy, T. E. Durkin, J. U. 
Ekong, G. O. Exon, J. F. Farrugia, R. A. Flood, Sheila E. G. Fraser, 
S. C. Gardiner, A. E, Grace, D. J. Grubb, R. M. Halley, Ruth Healey, 
Mary E. Hibbert, A. Jacob, P. Lavis, Mary V. Lenton, D, J. F. MacDonald, 
Cc. P. McGinnis, J. M. Matthews, J. Millar, M. J. R. Milier, A. A. Neil, 
E. Noochiri, D. H. Outram, E. R. L. Paton, D. H. Reid, Margaret J. 
Robertson, Jean S. Saggar, Margaret K. Simpson, W. D. Smith, D. L. 
Snow, T. F. Solanke, Janet F. W. Somerville, Helen M. Sprum, J. M. 
Stewart, Josephine M. Turner, C. C. Wade, W. G. Wallis, R. A. 
Washbrook, W. N. Waugh, B. Weir, Betty P. Westworth, J. R. Wilson. 

With honours. *With commendation. 


‘ UNIVERSITY OF GLASGOW 


On June 30 the Diploma in Public Health was awarded to: 

H. M. Adam, H. M. Archibald, D. D. Bryson, R. L. Duncan, G. P. A. 
Evans, T. J. G. Howie, Margaret G. Maclaren, W. J. McLaughlin, D. H. 
Paterson, J. F. Robertson, H. G. Robinson, H. C. T. Smith, W. D. Smith, 
D. J. W. Taylor. 


UNIVERSITY OF ABERDEEN 


Graduation ceremonials were held on July 4 and 5, when the 
following degrees were conferred : 


M.D.—'B. H. Smith, *J. C. Mitchell, J. Brown, W. G. P. Mair 
M.B., Cu.B.—'Audrey A. Dawson, *N. A. Matheson, *A. P. Condie, 


Brown, J. Burns, Jane R. Caseley, G. G. Cockburn, E. P. Collins, D. 1. A. 
Cunningham, N. L. Denham, R. J. Doig, P. T. d'Orban, Lois E. Douglas, 
I. T. Draper, I. Essiemont, G. C. Eyiuche, H. R. Falconer, Valerie Farr, 
P. B. Forbes, G. D. Fraser, G. C. Fraser, W. H. H. Garvie, L. Grant, 
N. M. Grant, Helen F. B. Grieve, Barbara J. Hum, A. Imam, W. 5S. 
Jamieson, Janet E. |. Jezzard, Marjorie 1. Kemp, Anne H. Kinnell, R. F. B. 
Lees, M. G. Lyall, J. A. Lyon, J. D. Macdonald, K. McLean, D. A. 
McLeod, Flora Macleod, S. McPherson, R. J. Manson, Anne Melvin, A. D. 
Michie, May Monro, A. B. Mulholland, Lesicy M. M, Mutch, J. G. Nobie, 
C. Rolbin, I. M. Slessor, G. W. Stephen, Helen L. Thomson, J. S. Watt, 
Charlotte H. Webster, R. C. D. Wilson. 
!With honours. *With commendation. 


UNIVERSITY OF DUBLIN 
ScHOOL oF Puysic, Trintry COLLEGE 


The following candidates have been approved at the examinations 
indicated : 

M.D.+~D. R. McCaully, Elinor D. U. Powell. 

Dietoma AND Opstetrics—U. N. Pathak, N. Das, 
Jemima M. Peter, P. Khanduri, N. Akbar, R. L. Chugh, S. N. Das, B. D. 
Dugal, A. MacK. Macintosh, Mira V. Muzumdar, A. Sabir, K. M. Sopakar. 

Dietoma PsycHoLogicaL Mepicine.—-Part Brenda R. Montgomery. 
Part 11; Eduh P. Pringle. 

The following degrees were conferred on July £ : 

M.D.—N. J. Ball, D. N. Golding, J. D. Liewellyn-Jones, D. K. Kiersey, 
Ruth M. Ransom, Blanche Weekes. 

M.A.0.—H. D. Chomse 

M.B., Cu.B., B.A.O.—Pauline A. M. Bailey, M. T. Malone-Barrett, A. T. C. 
Bourke, C. B. Burke, J, A. D. Clinch, E. A. Elebute, G. Futers, R. L. 
Golding, R. M. Hackett, W. P. Harrison, Elizabeth R. Hicks, E. L. 
Holland, R. J. N. Kerr, J. D. F. Lockhart, A. M. McCurdy, T. D. Mahony, 
S. Milewski, J. Nolan, T. N. Pearson, M. A. M. Peszke, R. W. Pigott, 
Patricia A. T. Quin, BE. H. Ritchie, D. A. Ryder, A. B. Smith, Eileen M. 
Whipp, Ann F. Williams, T. W. Williams, D. W. Wilson. 

L.M., L.Cu., L.A.O—R. L. Kent 


UNIVERSITY OF DURHAM 
In Congregations on June 29 and 30 the following medical 
degrees and diplomas were conferred : 
M.D.—G. Ismay. J. Anderson, Sheilagh M. C. Murray, A. J. Smith, and, 


in absentia, 3. F. Webb. 

B.. BS.—T. N. K. Allan, Patricia C. Allen, A. A. Beeson, K. 
Beveridge, G. Blessed, Marie R. Campkin, J. W. Cash, E. C. Cawte, 
E. J. Clandilion, F. D. Corner, D. H. G Cowie, D. D. Craig, J. W. 
Cromby, A. M. Davison, F. M. Elderkin, J. S. Fawcett, A. Ferguson, 
R. Gibson, R. Hall, D. F. Henley. E. S. Hughson, Margaret 1. C. 
Johnston, J. B. Jones, A. F, Lambert, L. Le Dune, A. Lewis, P. Leyburn, 
A. W. Lillington, A. O. Lucas, M. McKendrick, B. McStay, Jill E. EB. 
Marchant, I. T. Miller, J. E. Miller, J. F. Moody, P. C. Nicholson, A. 
Osmond, G. A. Parker-Sutton, R. R. Pearson, P. A. Robson, B. R. Roy, 
P. S. Sahni, F. Scott, M. T. Shaw, W. B. Shaw, B. M. Smith, M. G. 
Spark, J. C. Stoddart, J. W. Tuke, Enid B. Turton, S. B. Williams, A. 
Willman, J. Wilson, A. J. Wort, R. P. Jerman, A. B. K. Morrall, J. W. 
Watson. 

DiPLoMa IN Heact#.—Joan A. Barrett, E. I. Blenkinsop, C. E. 
Camm, Maureen McG. Henderson, Joyce H. Hindmarsh, J. McCormack, 
Millicent W. Payne, Helen H. Reid. 

Diretoma Mepicine.—Rosemary Dearden, L. W. 
Robinson. 


UNIVERSITY OF LONDON 

The following ‘have been re-elected to the Senate: Mr. J. B. 
Hume (by Graduates in Medicine); Professor M. L. Rosenheim 
(by Faculty of Medicine); Professor W. G. Barnard (by Deans 
of the General Medical Schools); and Sir Francis Fraser, as a 
co-opted member of the Senate, all for the period 1956-60. 

Sir Francis Fraser has been elected a representative of the 
University on the governing body of Queen Elizabeth College. 


> 


ADVERTISEMENT 


—— 
*R. G. Clark McA. Copland B. Baillic-H t Bart 
Bertram, G. MacP. Black, Margaret |. Blackh J. C. D. Booth, Margarct 
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Professor M. A. Rushton, M.D., F.D.S. R.C.S., and Professor 
F. C. Wilkinson, M.D., F.D.S.R.C.S., have been appointed 
representatives of the University on the General Dental Council 
set up under the Dentists’ Act, 1956 

Professor W. J. Hamilton has been appointed representative of 
the University on the governing body of Charing Cross Hospital, 
in place of Sir John Stewart-Wallace 


UNIVERSITY OF MANCHESTER 


The following candidates have been approved at the examinations 
indicated 


Cu M.-H. Bolton 
Finan M.B., Cu 
A. T. Battle, J. R. D 
K.N. Butteriss, D. H 
F. B. Cookson, R 


Abondstern, M. B. Bailey, J. H. E 
Bedford. K. Boothby, R. Brown, A. J 
Carroll, G. E. Clews, M. J. Conway, Avis P. Cook. 
Crowther, Janet M. Dawson, J. M. Dickey. Hazel M 
Fearn, S. B. Foulds, Elisabeth D. Hahn, T. M. Hardiker, A. Harris, Mary 
Heald, G. D. Hunt, Barbara Y. Hutchinson, Maureen P. Kenmare. J. A 
Lee, J. D. Leece. A. HB. Levy, J. B. Lynch, J. D. McLean, I. W. Manson, 
Cc. 8. Mellor, R. Michacls, R. Million, Elizabeth A. M. Parkes, P. B. 
Parnaby, B. L. Poston, A. J. Ralston, Jean Rowley, Felicity H. Sambrook, 
G. B. Seddon. Jean Shackleton, D. Smith, Rita Smith (distinction in 


Baines, 
Burkhardt 


surgery), Patricia V. Sutcliffe, Margaret M. Sutherland, W. R. Swinburn, 
Ww White 

_Dircoma ts Pustic Heactu.—F. R. Calvert, Marjorie T. Dare, Mary 
Gilbody, Katie Keane, G A. Levell, Joan M. MacCarthy, L. G. Nicol, 


O'Carroli, J. D. Willins 
UNIVERSITY OF WALES 


the Welsh National School of 


T 


The following candidates at 
Medicine have been approved at the examination indicated : 


M.B.. B.Cu.—-Hannah M. Beddow, June M. Birch, D. H. Blackall, 
Bondzi-Simpson, P. Coy, 'D. Daley, D. E. Davies, I. A 
Dodge. "J. G. Elias, ‘A. G. Evans, D. H. Evans. D. J. Griffiths, M. F. 
Holding. D. S. B. James, *Enid P. Jarvis. *R. A. C. Jones, W. I 
"Sheila B. Kidd. G. S. Lodwig, W. S. B. Loosmore R. G. Penn, G 
Rees, G. E. Roberts, Marise E. Roch, Joan M. Summerell, W. G. Thomas, 
G. Li. Williams, J. M. Williams, *Margaret D. Wyatt 

'With distinction in pathology and bacteriology 
social medicine and public health *With distinction in su’gery “With 
forensic medicine and toxicology With distinction in medicine (including 
psychological medicine) and child bealth 


B. K 
Davies, A 


*With distinction in 


UNIVERSITY OF BIRMINGHAM 


Professor A. B. MacGregor, F.D.S. R.C.S., M.B., B.Chir., has 
been appointed representative of the University on the General 
Dental Council set up under the Dentists’ Act, 1956. 

The title of the Department of Pharmacology and Therapeutics 
has been changed to the Department of Medical Biochemistry 
and Pharmacology. 

The title of the post held by Dr. C. R. Lowe has been changed 
from Lecturer in Public Health to Lecturer in Social Medicine. 

The title of University Research Fellow in Medicine has been 
given to Dr. H. A. V. Muth and in Surgery to Dr. J. F. Nunn, 
both holders of research posts financed from the Teaching 
Hospital Endowment Research Fund 

Dr. F. Letemendia has been appointed Research Fellow in the 
Department of Experimental Psychiatry. 


In Congregation on June 30 the following degrees were con- 
ferred : 


M.D.—'I M. Bishop. R. H. Gosling, J. A. Litchfield 
In the Faculty of Medicine 1. S. Koieht. H. J. Yardley 
Cumming. * "Margaret J. Darch, 4° «C 
A. Lishman, E. Abrams, W. W. Alderman, R M. 
Lavinia J. Bailey N.C. Bhandari, M. H. Bletcher, V. A. W 
. D. G. Boddington, P. H. Boyle, A. R. Brathwaite, *A. Brickman, 
Burman, Cecilia H. Butt, Margaret A. Calver, D. Carling, 
Kathieen M. Cash. W. Chance, * "J. Cockin. M. A. Cole, T. L. 
Cooksey, D. R. Cowman, M. D. Cox, D. R. Cumpsty, B. W. Davis, 
’. Dhupa, T. C. Dixon, D Evans, C. J. Garrett, '*J. Gelson, P. H 
Grant, C. P Gray, P. M. Green, I. F. G. Haddow, Ethel J. Harris. 
W. Hollands, Barbara L. Hooker, J. S. Horner, R. P. Jordan, R. A. 
Jupe, J. J. Melly, Maria J. Kicibinska, M. R. Landeg, A. J. Lyne. 
Margaret J. McBroom, F. E. McGuinness. N. M. C. Mayne. S. Mesbah. 
A. N. Mitra, J. P. Neasham, R. I. Patel, G. Phillips, F. J. Pickworth. 
Jennifer M. Radford, J P. A. Roxburgh, S. O. Schandorf, 
*H G. Schroeder, M. Skinner, B. S. Smith, Jacqueline J 
Speake, *P. A. J. Starr, J. Steinert, D. A. Stephens, Gillian H. Stilwell, 
J. R. Taylor, A. Li. Thomas, *I. D. Thompson, * '°R. O. Walker. J. W 
Warourton, G. S. Willetts, C. W. O. Windsor, H. O. Wooller, A. Wootton 
D. Wright 
'With honours *With second-class honours. ‘Distingtion in surgery 
‘Distinction in medicine ‘Distinction in pharmacology hnd therapcutics. 
*Distinction in social medicine. ‘Distinction in pathology and bacteriology 
*Distinction in obs'etrics and gynaccology "Distinction in paediatrics 
and child health. ‘*Distinction in forensic medicine and toxico’ ogy. 


The following scholarships, etc., were awarded in the Faculty 
of Medicine: Queen's Scholarships.—Final year, G. Cumming: 
Fifth year, Marigold J. Parsons; Third year, J. Herbert. Ingleby 
Scholarships, W. A. Lishman (obstetrics and gynaecology), R. O. 
Walker (paediatrics and child health). Special Undergraduate 
Scholarships, 1. A. O. D. Brodie, E. F. Evans, D. Gompertz. 
J. D. Hamer, J. Herbert, J. A. Hickman, P. H. W. Rayner, A. G. 
Ringer, B. Stone, N. R. Whiting. Arthur Foxwell Memorial 
Prize in Clinical Medicine, Sampson Gamgee Memorial Prize 


My 
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in Surgery. Beckwith Whitehouse Prize in Obstetrics and G ynaec- 
ology, and Douglas Marsh Ear, Nose, and Throat Prize. G. 
Cumming Joseph Sankey Prize in Clinical Surgery, J. Cockin 
and Margaret J. Darch (divided). ‘ Queen's Hospital” Joseph 
Sampson Gameee Prize in Surgery, A. D. Barnes. Cyril Raison 
Prize in Surgical Diseases in Children, H. G. Schroeder. Russell 
Memorial Prize in Nervous Diseases, W. A. Lishman. Priestley 
Smith Prize in Ophthalmology, G. S. Willetts. Leith-Newman 
Prize in Pathology (Medical), Marigold J. Parsens. Bostock Hill 
Memorial Prize in Social Medicine, Edwina E. Rogerson. Peter 
Thompson Prize in Anatomy, P. Hicken 

In Congregation on June 30 the 
conferred : 

M.D J 


Pu.D.-—-In the Faculty 
Saha tin absentia) 


. Cu.B.-* *G 
*W. A. Lishman, 


following degrees were 


A. Litchfield 
S. Knight, H. J 


M. Bishop. R. H Gosling. J 
of Medicine: Yardley, 
Darch, 2 °° C. T. Dollery, 
‘'M. E. Abrams, W Alderman, R. M. Baddeley. 
Lavin‘a 3 Bailey. N. C. Bhandari, M. H. Bletcher, V. A. W. Blunt, D. G. 
Boddington, P. H. Boyle, A. R. Brathwaite, A. Brickman, Mary Burman, 
Cecilia H. Butt, Margaret A. Calver, D. Carling, Kathicen M. Cash. 
"G. W. Chance, ' "J. Cockin, M. A. Cole, T. L. Cooksey, D. R. Cowman, 
M. D. Cox, D. R. Cumpsty, B. W. Davis. D. V. Dhupa, T. C. Dixon, 
Mm. Evans, C. J. Garrett, *°J. Gelson, P. H. Grant. C. P. Gray, P. M 
Green, 1. F. G. Haddow, Ethel J. Harris. D. G. W. Hollands, Barbara L. 
Hooker, J. S. Horner, R. P. Jordan, R. A. Jupe, J. J. Kelly. Maria J 
Kicibinska, M. R. Landeg, A. J. Lyme. Margarct J. McBroom, F. E 
McGuinness, N. M. C. Mayne. S. Mesbah. A. N. Mitra, J. P. Neasham, 
R. I. Patel, G. Phillips, F. J. Pickworth, Jennifer M. Radford, J. M. Rolfe, 
P_ A. Roxburgh, S. O. Schandorf, *H. G. Schroeder, P. R. Seed. E. M. 
B. S. Smith, Jacqueline J. Speake, °P. A. J. Starr, J. Steinert, 
D. A. Stephens, Gillian H. Stilwell, J. R. Taylor. A. Li. Thomas, *1. D 
Thompson. * '°R. O. Walker, J. W. Warburton, G. S. Willetts, C. W. O. 
Windsor, H. O. Wooller, A. Wootton, D. Wright 


With honours. “With second-class honours. ‘Distinction in medicine. 
‘Distinction in surgery ‘Distinction in pharmacology and therapeutics 
*Distinction in social medicine. ‘Distinction in pathology end bacteriology 
*Distinct-on in obstetrics and gynaccology ’Distinction in paed atrics and 
child health. '°D stinction in forensic medicine and toxicology 


Cumming, * ‘Margaret J 
w 


UNIVERSITY OF LIVERPOOL 

The foliowing candidates have been approved at the e 
indicated : 

M.D.—D. J B. Ashley, K. Baker, D. B. Mossman, W. R. Parkes, R. H 
Roberts, J. Winter, V. Wright 

M.B.. Ch.B.—R. D. Gartsid: (with second<lass honours and distinction 
in surgery), V. S. D. Logan (with second-class honours and distinction in 
obstetrics and gynaccology), D. J. Weatherall (with second-class honours 
and distinction in surgery), J. M. Abbott, Erika M. Adler, E. O. O. 
Arbenser. J. S. Bamforth, T. J. Barnett, R. F. Beckett, H. Bodsworth, 
P. Boggiano, B. F. Bracewell, Pauline M. Carruthers, R. Carruthers, 
M. D. B. Clarke, M. C. Crocker, N. Dale, H. Dinnick, W. Durrant, I. R. 
Entwistle, D. G. Evans, Jean M. Fell, C. Gallagher, Patricia E. wr a 
A. A. F. Gilbertson, Sheila M_ Griffin. Mary C. Hardicker, 
Hardy, Margaret O. Harrison, B. J. Hawe, G. Hughes, 1. W Heshes, 
D. Hull, B. E. Humphriss, J. Jakobovits, Romana A. Januszewska, P. N. 
Jarvis, Doris Johnson, Doreen E. Jones, K. Jones, Marjorie, V. Jukes, J. 
Kelly, A. Kennedy, A. Kitby, Margaret A. W. Kneale. P. C. Lawson, 
Shirley A. Leslie, K. Longstaff, B. W. McGuinness, D. P. Manning, T. W. 
Murphy, June Nelson, Nora M. Norris, Heather B. Nunnericy, Margaret M 
O'Kane, T. A. O'Malley, Pauline M. B. Park, D. Parker, A. Patterson, 
G. W. Pennington, Ruth M. Poland, D. J. Pollock, Shona H. Russell, 
Dorocthy E. M. Speed, D. Sykes, C. A. Veys, B. A. Walker, R. A. 
Walmsiey, R. S. Walton, J. D. Williams, Margucrite J Williams, N. E. 
Williams, R. D. Willams, J. G. Winwick (with distinction in obstetrics 
and gynaccology), P. Worthington, J. E. Wright, Ann C. Young 

Dietoma Pustic Heattn.—-H. P. Burrowes, D. M. Cameron, B 
Didsbury, Mary P. Haran. E. M. Hughes, D. L. Lewis, T. F. McElligott, 
A. McGregor, Mary A. R. Marshall, L. A. Nettleton, C. W. R. Pyne, 
Fsther M. E. Ramsay, Myfanwy R. H. Roberts, K P. Sivam, T. D. 
Thomas, Sheila M. Tyrrell, Megan E. Wilkinson. 

Diretoma H. J. J 
Miller, V. Rogers, M. C. Winter. Radiotherapy : B. Lall. 


Xaminawuions 


Beyleveld. R. S 
S. H. M. Zaidi. 


UNIVERSITY OF SHEFFIELD 
The following full-time appointments are announced: Dr. G. 
Weber, Senior Lecturer in Biochemistry; Dr. G. C. Bates, 
Demonstrator in Anatomy. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At a meeting of the Council of the College held on July 12 
Professors and Lecturers for the ensuing year were appointed as 
follows : 


Hunterian Professorships.—Sir Hugh Poate, one lecture; Dr. 
Raymond Greene, one lecture on the diagnosis, pathology, and 
treatment of discrete nodules in the thyroid gland; Mr. D. F. 
Ellison Nash, one lecture cn congenital spinal palsy—the man- 
agement of incontinence; Mr. Robert Cox, one lecture on the 
manegement of dysphagia due to malignant disease of the thoracic 
and abdominal oesophagus; Mr. J. I. P. James, one lecture on 
paralytic scoliosis; Mr. Myer Makin, one lecture on the surgical 
management of Friedreich's ataxia; Mr. F. J. Gillingham, one 
lecture on the management of ruptured intracranial aneurysm ; 
Mr. Edwin Haigh, one lecture on the acute abdomen in neonates ; 
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eratran 


(pipradrol hydrochloride) 


marks a major advance in the treatment of 
depression...subily returns your depressed 
patients to their normal level of well-being 


RS 


without 


Lhe graph illusirates the 
after depression 


smouh gentile action of 
Meratran in contrast wah 
the abrupt action of am- 


Meratran Meratran’s action, in easily adjusted doses, is 
prompt—subtle—comfortable. Its effectiveness is prolonged without 
impairment of sleep or interference with appetite. 


Meeratran WITH RESERPINE. Where anxiety and tension are 
present Meratran with Reserpine should be used. Meratran alone is not 
suitable in these conditions. 


Meratran 


“INDICATIONS: Functional fatigue, COMPOSITION: ‘MERATRAN’ is ayail- 
depressive states and debility. ‘MERATRAN' able i in pink tablets each containing mg. 
is ideally suited. for the depressed geriatric pipradrol hydrochloride. 

in 


‘ 
effective in relatively small MERATRAN’ WITH RESERPINE 

: are white and each contains | m iprad 
DOSAGE: -MERATRAN' 6 mg. (sixtablets) hydrochloride and 0.25 mg. of reserpine. 
wine doses daily, later reduced as re- Each form is available in bottles of 30, 100 
qu 


ke Although a new drug, ‘MERATRA “has been 

being divided). a day extensively tested, and published r s cover 
its successful use in many hundreds of patients. 

*‘MERATRAN'’ WITH RESERPINE. Full details are given in the ‘MERATRAN' 

One tablet three times a day. booklet, a copy of which will be sent on 


FORMULA: x-(2-piperidy!) benzhydrol hy hydro- reqvest. 

following Seructure Merat ram 5:2 registered trademark 
of the Wm. S. Merrell Company, London. 
Distributed in Great Britain and Eire by 


RIKER LABORATORIES LIMITED 
LOUGHBOROUGH, LEICESTERSHIRE 
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Elastoplast Bandaging Technique 
in the treatment of 
Post-Operative Conditions 


SURGERY is a field in which Elastoplast elastic adhesive bandages are widely 
used with marked success. The illustration shows the ‘ stole’ method of 
applying Elastoplast to the neck after operation in that region, ¢.g. 
thyroidectomy. It is an efficient method of retaining dressings in position 
and saves time, trouble and discomfort to the patient. 


SOME OF THE MANY OTHER USES OF ELASTOPLAST IN MEDICAL PRACTICE 


To reduce umbilical and inguinal Support, and control of effusicn, 
hernia in children in joint injuries 
To retain a dressing in position Fixation of empyema tubes, 
on the head catheters and intravenous drips 
* 
Compression treatment of To close the edges of a gaping 
leg ulcers wound 


Elastoplast elastic adhesive bandages (Porous) B.P.c. are available in 3 yard 
lengths and 2", 24", 3° and 4” widths. Prescribable on Form E.c.10. 


Outside the British Commonwealth Elastopiast is known as Tensoplast 


FULL DETAILS FROM SMITH & NEPHEW LTD - WELWYN GARDEN CITY - HERTS 
(Sem) 
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Professor A. K. Saha, one lecture on zero-position of gleno- 
humeral joint—its recognition and clinical importance ; Mr. A. A. 
Jefferson, one lecture on pituitary chromophobe adenomata and 
Rathke pouch cysts; Mn H. J. Shaw, one lecture on radical 
surgery in laryngopharyngeal cancer—some problems in perspec- 
tive; Mr. R. T. Turner-Warwick, one lecture on the lymphatics 
of the breast in relation to the spread of carcinoma and its 
treatment. 

Arris and Gale Lectureships.—Professor G. W. Causey, one 
lecture on cytological investigations with the electron microscope ; 
Mr. P. P. Rickham, one lecture on the metabolic response to 
neonatal surgery; Mr. D. G. Walker, one lecture on facial 
development. 

Erasmus Wilson Demonstratorships.—Dr. G. T. Alien, Dr. 
F. C. Chesterman, Dr. L. W. Proger, Dr. A. J. M. Reese, Dr. 
H. G. H. Richards, and Dr. J. B. Walter, one demonstration each. 

Arnott Demonstratorships.—Miss Jessie Dobson, Mr. B. E. 
Greenfield, Professor R. J. Last, Dr. R. McP. Livingstone, Dr. 
Frank Stansfield, and Dr. B. D. Wyke, one demonstration each. 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 


At a quarterly meeting of the College held on July 24, with 
the President, Sir Stanley Davidson, in the chair, the following 
were elected Members of the College: 

J. A. W. McCluskie, E. G. Oastier. J. B. Rennie. 1. Gordon, S. A. A 

Sabry, G. K. Laxtoa, C. Freed, H. Singh, W. Davies, B. J. Kelly, K. K 
Sinha, A. P. Poole, H. T. W. Jayasekara, D. O'Brien, J. 
Mulvihill, L. G. Young, B. Dhar, H. Samy. F. Bakir, E. N. Coleman, B. W. 
Subhiyah, J. Ghosh. C. F. H. Vickers, J. Crooks, R. G. Brackenridge. 
S. E. Levin, J. F. L. Aldridge, I. R. Ferguson, S. M. Rab, H. M. S. 
Hamidi, G. P. Crean. 


ROYAL COLLEGE OF SURGEONS OF EDINBURGH 


At a meeting of the College held on July 11, with Sir Walter 
Mercer, President, in the chair, the following candidates, having 
passed the requisite examinations, were admitted Fellows : 

M. M_ Abw-Sittah, R. B. Baluch, M. L. Blaggana, W. G. Bowes, 
M. N. Ellis, R. M. Gibson, J. D. Green, . Hammar, A. A. 
Hooper, D. W. BH. Hurley, W. F. Kerr, W. G. Lucas, K. A. McCluskey, 
I. McKechnic, I. K. Mikhail, R. B. Patil, H. Roberts, D. E. Rothery, 
R. Shannon, D. T. Thompson. W. G. Thomson, J. C. Wardill, G. I 
Young. 


ROYAL COLLEGE OF PHYSICIANS OF IRELAND 


At a meeting of the College held on June 6, Dr. A. M. Cantor 
was admitted to the Membership and Henry K. Takyi was ad- 
mitted to the Licence of Medicine and Midwifery. 


The following candidates were duly admitted Licentiates in 
Medicine and Midwifery on June 25, having passed the final ex- 
amination in medicine, surgery, and midwifery of the Conjoint 
Board of Ireland: 


R. Allaye, Mary C. I. Brady, D. S. T. Breen, H. A. A. Brown, S. 
Collins, R. T. W. L. Conroy, P. J. Coyle, M. M. Davies, V. R. Devan, 
Columba Deviia, J. E. Dignan, G. E. Edwards, R. A. Falkiewicz, R. K. 
Gilbert, A. L. Greenburgh, T. M. Griffin, C. L. Huang, G. C. Inerfield. 
Agnes E. Jackson, G. Kay, Orla M. Kiernan, S. Lal, Ann Leahy, Phyllis M 
May, C. L. Mootoo, Eileen J. Mulligan, Moira T. M. McMahon, Deidre M. 
O’Phelan, T. J. Quinn, K. A. Rahimwulia, L. Raymond, J. R. Harper-Smith, 
A. H. Smithen, J. Szeps, R. Weinberg 


ROYAL COLLEGE OF SURGEONS IN IRELAND 
On July 6 J. O. M. C. Craig was conferred with the Fellowship 
of the College and H. K. Takyi was conferred with the Licence 
of the College. 


SOCIETY OF APOTHECARIES OF LONDON 


The following candidates have satisfied the examiners at the ex- 
amination for the Diploma in Industrial Health: 


S. K. Biswas, A. J. de Villiers, P. S. Edgecombe, D. I. C. Finlayson, 
J. R. Glover, A. S. Sethi, M. Zeville. 


ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 


At a meeting of the Council of the College held on July 28 the 
following officers were re-elected: Honorary Librarian, Mr. J. 
McNair: Honorary Curator of the Museum, Mr. R. A. Brews; 
Honorary Treasurer, Australian Regional Council, Mr. J. N. 
Chesterman: Honorary Treasurer, Canadian Regional Council. 
Mr. G. A. Simpson ; Honorary Treasurer, New Zealand Regional 
Council, Mr. J. E. Giesen. ‘ 

The following were admitted to the Membership: Margaret B. 


Malloch, C. F. Macdonald. 


UNIVERSITIES AND COLLEGES 


* 


The following candidates were elected to the Membership: 

L. A. Allen, A. Bates, R. G. Blair, Tara B. Borker. G. L. Bourne, 
Nancy I. Cardno, E. Cassar, W. Chanen, P. A. Deck, J. N. De Villiers, 
J. A. G. Dunlop, J. P. Hendrickse, B. M. Hibbard, R. A. St. C. Hoyte. 
Elsie S. Jaikaran, P. J. Joubert, A. M. Kelso, A. W. Laughland, D. W 
Leslie, Cecilia M. Liggins, G. C. Liggins, E. M. Little, J. D. O. Loudon, 
P. C. McAuliffe, Clara J. McFarlane, Marion C. Miller, S. Nan, W. J 
O'Sullivan, S. W. Page, J. K. P. Perera, N. A. Regan, Kathleen J. Rennic. 
P. Rhodes, D. W. T. Roberts, |. D. Ronayne, A. O. Sankey, H. H. A 
Sauer, T. Schneider, J. S. Skipper, T. S. Train, N. W. F. Weir, A. J. 
Woolf, Janet W. Worling. 


CONJOINT BOARD IN SCOTLAND 


The following candidates, having passed the final examination, 
have been granted the diploma of L.R.C.P.Ed., L.R.C.S.Ed., 
L.R.F.P.&S.Glasg. : 


M. N. Birsel, Cho-Man Chung, J. F. Corr, A. Dasen, R. G. PitzPatrick. 
E. T. T. Hu, P. Jago, J. P. King, G. M. Lorde, I. F. Lundy, K. S. Pauw. 


ROYAL AUSTRALASIAN COLLEGE OF PHYSICIANS 


In the list of new Members of the College, printed in the Journal 
of August 4 (p. 311), the name of Dr. I. J. McKelvie, of Queens- 
land, was mis-spelt McGelvie.” 


ROYAL AUSTRALASIAN COLLEGE OF SURGEONS 


The following, having satisfied the Court of Examiners, were ad- 
mitted to Fellowship of the College by the Council on June 23: 


E. L. G. Beavis, J. H. Brown, J. K. Clarebrough, D. S. Cole, T. A. R. 
Dinning, W. G. Doig, P. C. Grayson G. L. Grigg, I. A. Harris, L. L. 
Hoare, L. C. Hudson, G. R. Jones, N. W. Kinny, J. M. Langham, W. J 
McCann, H. K. McComb. T. P. Nash, R. K. Newing, E. D. Smith, A. A 
Tye, G. W. Westlake, R. F. Zacharin. 


Vital Statistics 


| Week Ending July 28 


The notifications of infectious diseases in England and 
Wales during the week included : scarlet fever 573, whoop- 
ing-cough 2,388, diphtheria 3, measles 3,270, acute 
poliomyelitis 160, dysentery 843, paratyphoid fever 25, and 
typhoid fever 4. 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported in each week during the 
nine years 1947-55 are shown thus ------, the figures for 
1956 thus Except for the curves showing notifica- 
tions in 1956, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 
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Infectious Diseases 


The largest fluctuations of the infectious diseases in 


England and Wales in the week ending July 21 were a 
rise of 154 for whooping-cough from 2,404 to 2,558, and 


fall of 179 for dysentery from 1,149 to 970. Measles 


notifications fell by 25 from 3,276 to 3,251, and scarlet 
fever rose by 
pneumonia rose by 11, from 210 to 221. 


16 from 514 to 530. Notifications of acute 


Notifications of whooping-cough rose by 20 in Cheshire 


from 58 to 78, by 32 in Essex from 174 to 206, by 20 in 
Kent from 70 to 90, by 51 in Lancashire from 357 to 408, 


26 in Nottingham from 74 to 100, and by 25 in Surrey 


from 44 to 69; they fell by 31 in Derby from 76 to 45 and 


22 in Durham from 90 to 68. Notifications of measles 


increased by 51 in Cornwall from 124 to 175, by 70 in 
Lancashire from 435 to 505, by 22 in Oxford from 44 to 66, 


d by 38 in Southampton County from 73 to 111 ; they fell 
42 in London from 329 to 287, by 32 in Essex from 213 
181, and by 54 in Norfolk from 162 to 108. 

The main centres of dysentery were Lancashire 104 


(Salford C.B. 11), Leicester 67 (Market Harborough U.D. 


), London 138 (Lambeth 16), Rutland 18 (Uppingham 
D. 18), Staffordshire 55 (Smethwick C.B. 27), Warwick- 
ire 77 (Coventry C.B. 63), and Yorkshire West Riding 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


Summary for British Isies for 
(No. 29) and corresponding week 1955. 


week ending July 21 


Figures of cases are for the countries shown and London admu«nistrative 

160 great towns in 
England and Wales (Londén included), London administrative county, the 
17 principal towns in Scotland, the 10 principal towns in Northern Ireland, 


county Figures of deaths and births are for 


and the 14 principal towns in Eire 


the 


A blank space cenotes disease not notifiable or no return available 
The table is based on information supplied by the Registrars-General of 


England and Wales, Scotland, N 


Ireland, and Eire, the Ministry of Health 


and Loca! Government of N. Ireland, and the Department of Health of E:r 


CASES 1956 1985 
in Countries <3 | gists 
Si gizlalds |i 
Diphtheria of s oO 2 0 
Dysentery .. | 970) 138 180 4) $48; 46 213 20) 1 
Enteric fever: | | | | 
Typhoid Oo oO 9} 1) 
Paratyphoid 16 44(B)) 20; 3} 3} 
Food-poisoning .. | 291, 21 i| 450| 103 4 
Infective enteritis | 
or diarrhoea under | 
2 years | | 9 2 17| 19 
Measles® . 3,251 287, 80) 74| 256] 14,536) mal 9s| 77 
infection 4; of tf 34) 7 82] 2] 
Ophthalmia neona- | | | | 
torum 24 2 $ 0 35 3 6 0 
Pneumoniat 13) 2 98/2) 6 
Poliomyelitis, acute:| | 93/ is| 
Paralytic 2} 3) IS >| 
Non-paralytic . 72 24 84, 20 12; 0 ! 
Puerperal fevers 22 27 234 (38) 
Scarlet fever $30 29 79 12) 16] 352, 23, 26 9 8 
Tuberculosis: | | 
Respiratory | 610 68 95 715| 98 
Non-respiratory | 101 3} 21 2 866) 
Whooping-cough.. 2.558 132 177. 20 8S] 1,788 91 64 53 108 


DEATHS 
in Great Towns 


Diphtheria | 

Enteric fever 0 o| 0| 9 0} 
| | | 

or diarrhoea under! 

2 years 2} o} of 

infection 6 i 
Tuberculosis: } 

Whoopine-cough.| 1} of of of of of of of of 0 
Deaths 0-1 year 12 14 
4.443! 84] 134] 4,235] 656] 583] 12 
STILLBIRTHS 219° +29) 203) 28} 2s | 


* Measles not notifiable in Scotland, whence returns are approximate 
a 1 pne 


t Includes primary and 
§ Includes puerperal pyrexia. 
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Medical News 


B.M.A. Visit to Russia.—The B.M.A. delegation which is 
visiting Russia at the invitation of the president of the 
US.S.R. Academy of Sciences (see Journal, July 7, p. 53) 
left London Airport on August 4 on their journey to 
Moscow. 


Chairs of Surgery at Edinburgh—Appointments are 
announced to both the Regius Chair of Clinical Surgery 
and the Chair of Surgery at Edinburgh University. Both 
are at present combined in the person of Sir James LEAR- 
MONTH, who is due to retire on September 30. The QuEEN 
has appointed Mr. JoHN Bruce, vice-president of the Royal 
College of Surgeons of Edinburgh, to the Regius Chair of 
Clinical Surgery, and the University announces the appoint- 
ment of Professor M. F. A. Wooprurr, Ralph Barnet 
Professor of Surgery at Otago University, New Zealand, 
to the University Chair of Surgery, which is to be renamed 
the Chair of Surgical Science. Mr. Bruce graduated, with 
honours, at Edinburgh in 1928, and held a succession of 
surgical appointments at Leith Hospital and the Royal 
Hospital for Sick Children and the Royal Infirmary, Edin- 
burgh. He served with distinction in the R.A.M.C. during 
the second world war, being mentioned in dispatches twice 
in the campaigns in Norway and Burma, and being awarded 
the C.B.E. while acting as consulting surgeon to the 14th 
Army. Mr. Bruce’s present appointments include those of 
lecturer in surgery and applied anatomy at Edinburgh Uni- 
versity, and surgeon-in-charge of the general surgical and 
gastro-intestinal units at the Western General Hospital. He 
is also president of the section of surgery of the Royal 
Society of Medicine, and author of numerous papers on 
surgery. Professor WooprRuFF, who emigrated from London 
to Australia at an early age, began by graduating in electrical 
engineering, with first-class honours, at Melbourne Uni- 
versity. He then abandoned engineering for medicine, 
graduating M.B., B.S. at Melbourne in 1937 and later pro- 
ceeding M.D. and M.S. During the world war he served 
with the Australian Army Medical Corps in Malaya, being 
a prisoner of war for most of the time. After his release 
he wrote an account of deficiency diseases in Japanese prison 
camps which the Medical Research Council printed in its 
Special Report Series (No. 274). He then returned for a 
short time to Australia, Being first assistant at the Royal! 
Melbourne Hospital. In 1946 he was appointed a tutor in 
surgery at Sheffield University, and two years later he became 
senior lecturer in surgery at Aberdeen University. During 
his tenure of the latter post he was awarded a W.H.O. 
travelling fellowship and a Hunterian professorship of the 
Royal College of Surgeons of England. In 1952 he was 
appointed to his present chair at Otago University. Sir 
James LEARMONTH became professor of surgery at Edin- 
bureh in 1939 and regius professor of clinical surgery in 
1946. 


Manufacture of Poliomyelitis Vaccine.—Extremely de- 
tailed requirements for the manufacture and. testing of 
inactivated poliomyelitis vaccine came into operation on 
August 1 under the Therapeutic Substances Amendment 
Regulations, 1956 (S.I. No. 1131 of 1956, H.M.S.O., price 
3d.). The provisions, which deal among other matters with 
the inspection of manufacturers’ records, ingred ents to 
be used or avoided in making the vaccine, preservatives, 
antibiotic content, methods of inactivation and its testing, 
sampling and safety tests, certification, and labelling, are 
given in a Schedule of 16 paragraphs. The last of these 
reads : “ Poliomyelitis vaccine shall not be issued for sale 
combined with any other material without the consent of the 
licensing authority.” 

Radon from Coal.—Two workers from the physics 


department of the Institute of Cancer Research report in 
the July 28 issue of Nature (p. 203) the results of their 
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analysis of 10 samples of coal from different coalfields in 
Britain for their radium content. They find that the radium 
contents of the coals are in a “ narrow range of values,” and 
conclude that “the absence of levels of a higher order 
suggests that the contribution of radon from this source 
does not represent a significant addition to the total atmo- 
spheric level.” 


Demand for Cleaner Air.—The Chief Inspector of Alkali 
(and other) Works records in his annual report for 1955 
(H.M.S.O., price 2s.) an increased number of complaints 
against registered works. This was not due to deteriorated 
conditions, he states, “ but to a greater public awareness of 
the desirability for cleaner air due to the publicity this has 
received.” During the year there were 21 occasions when 
“escapes in excess of the statutory limits were recorded, 
and a further 27 “ infractions related to failure to * use best 
practicable means." In every case notification of an in- 
fraction was followed by appropriate steps being taken to. 
abate the nuisance. Inspectors carried out 3,894 visits and 
inspections during the year. The report includes a section 
by the chief inspector for Scotland. Among the industrial 
processes discussed in the report are coke and gas produc- 
tion, me‘allurgical processes, lime burning, alkali production, 
cement making, smelting, production of sulphuric and nitric 
acids, manufacture of chemical manures, and processes in- 
volving lead. 


Local Authorities and B.C.G.—Not all local authorities 
have yet taken power to offer B.C.G. vaccination to 13- 
year-old schoolchildren, it is stated in a circular letter from 
the Ministry of Health to local authorities, dated July 27. 
The letter draws attention to the fact that the first report 
of the Medical Research Council's committee on tuberculosis 
vaccines (see Journal, February 25, p. 413) “shows that 
vaccination offers a substantial degree of protection when 
given to children of this age,” and goes on to recommend 
those authorities which have not already done so to take 
the necessary powers to vaccinate school-leavers. Those 
authorities which have not so far used these powers to the 
full are urged to intensify their efforts. A model form of 
proposal which would provide for the extension of B.C.G. 
vaccination to others besides the school-leavers is suggested 
to authorities in the circular. It reads: “ The council will 
also make arrangements to offer B.C.G. vaccination to 
any other classes of person as may be approved from time 
to time by the Minister of Health.” 


Admission of the Press.—Among the public bodies in- 
cluded in the schedule of the Public Bodies (Admission of 
the Press to Meetings) Bill are regional hospital boards and 
executive councils. The Bill, which was introduced in the 
House of Commons on August | under the 10-minute rule 
by Mr. J. E. S. Simon, Conservative M.P. for Middles- 
brough West, provides for the admission of the press to 
the meetings of certain bodies exercising public functions. 
It retains the right of such bodies, on a majority vote, to 
exclude the press temporarily if the public discussion of an 
item of business is deemed not to be in the public interest. 
The Bill also provides for the supply to the press of docu- 
ments concerning meetings “ not later than the document is 
sent to the members of such public body,” with again a sav- 
ing clause in the case of documents whose public disclosure 
is considered inadvisable. Another section empowers the 
Government, after consultation with the interested parties, to 
extend the provisions of the Bill to bodies not already 
scheduled. Apart from Mr. Simon, the sponsors of the Bill 
include six Conservatives, four Labour members, and one 
Liberal. 


British Team for Latin America.—A British cardiac 
surgery team, consisting of a surgeon, a cardiologist, and an 
anaesthetist, left for Latin America on August 8 under the 
auspices of the British Council, where they will give demon- 
strations and lectures to medical audiences in Brazil, 
Uruguay, Chile, and Colombia. The members of the 
team are Mr. T. Hotmes (Middlesex Hospital), 
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Dr. W. W. Bricpen (London Hospital), and Dr. A. L. Parry 
Brown (London Hospital). They are expected back on 
September 27. 


American Prizes for Essays on Dermatology.—The 
American Dermatological Association offers prizes of $500, 
$400, $300, and $200 for the best essays describing un- 
published original work “relative to some fundamental 
aspect of dermatology or syphilology.” The competition is 
open to scientists generally and the closing date is November 
15. The winner of the first prize may be invited to present 
his paper before the annual meeting of the American 
Dermatological Association, with his expenses paid in addi- 
tion to the $500 award. Details from Dr. J. Lamar 
GALLAWAY, secretary, American Dermatological Association, 
Duke Hospital, Durham, North Carolina. 


British Students.—The University Grants Committee's 
returns from universities and university colleges receiving 
treasury grants (H.M.S.O., 1956, Cmd. 9800, price 2s. 9d.) 
provide information about the student body in Britain during 
the academic year 1954-5. There were then 81,705 full-time 
students, of whom 63,068 were in England (Oxford and 
Cambridge 15,121; London 18.201; other places 29,746), 
4,494 in Wales, and 14,143 in Scotland. Of these 28.4% 
were resident in college, 42.3%. in lodgings, and 29.3%, at 
home. 61,295 were men and 20,410 were women. Medical 
students numbered 13,098 (16.6°. of the men and 14.4% of 
the women), a decrease of 141 on the previous year. Dental 
students numbered 2,583 (3.7% of the men and 1.6% of the 
women). Of the 22,463 new entrants 2,674 (11.9%) were 
reading medicine. The total current income of the universi- 
ties and university colleges amounted to over £35m., of which 
parliamentary grants provided 70.4%, fees 10.7%, endow- 
ments 4.1%, local authority grants 3.2%, donations and sub- 
scriptions 1.1%, and other sources 10.5°. The parliamentary 
grants amounted to over £25m. 


Advice for Parents.—-Both the Central Council for Health 
Education and the children’s department of the Whittington 
Hospital. London, have recently issued pamphlets to help 
parents whose children are being admitted to hospital. 
Copies of “Coming into Hospital” may be obtained for 
24d. (post free) from the Central Council for Health Educa- 
tion, Tavistock House North, Tavistock Square, London, 
W.C.1. The Whittington Hospital pamphlets are titled 
“Going to Hospital” and “On the Children’s Ward.” 
Further information about them may be obtained from Dr. 
S. YupKIN at the children’s department. 


Dr. D. B. Jelliffe, W.H.O. consultant professor of paedia- 
trics at the All-India Institute of Hygiene and Public Health, 
Calcutta, has been appointed visiting professor of tropical 
medicine at Tulane University, New Orleans. His appoint- 
ment begins in November. 


COMING EVENTS 


World Federation for Mental Health.—A 10-day con- 
ference on the mental health of university students will 
open on September 5 at Princeton, New Jersey. Attendance 
is by invitation. Details from the secretary-general, 19, 
Manchester Street, London, W.1. 


Ministry of Supply Medical Services Exhibition.—An 
industrial medicine exhibition will be held at the Pillar Hall, 
Air Ministry/Board of Trade Building, Horse Guards 
Avenue, London, $.W.1, September 24-28. Free admission 
by ticket from the chief information officer, Ministry of 
Supply, Room 212, Shell Mex House, London, W.C.2. 

British Hospitals Contributory Schemes Association.— 
The Eart or VERULAM will speak at the association’s con- 
ference in Coventry on October 12. His subject will be 
“ Full Employment and the Unfit.” Details from the hon. 
secretary, Royal London House, Queen Charlotte Street, 
Bristol, 1. 


R.A.F. Medical and Dental Branches.—Annual!l dinner will 
te held on November 16 at the Royal College of Surgeons, 
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Lincoln’s Inn Fields, London, W.C.2, at 7 p.m. for 7.30 p.m. 
Tickets (30s.) from the secretary, R.A.F. Medical and Dental 
Services Dinner Fund, Air Ministry (M.A.3), 2-8, Richmond 
Terrace, London, S.W.1. 


British Occupational Hygiene Society.—Sixth conference 
will be held at the London School of Hygiene on Novem- 
ber 12 at 10.30 a.m. The subject will be “ Fires in Industry.” 
Details from Dr. C. N. Davies, London School of Hygiene, 


Keppel Street, London, W.C.1. 


NEW ISSUES 
Medical and Biological Mlustration.—The next issue (Vol. 6, 


No. 3) is now available. The contents include : 


On PLAIN AND Fancirur. M. L. Johnson. 
THe Dirricutt Supecr. Frank H. Smith. 
Laparoscopic PuorocrarHy. André Calame. 
ParTiaL REVERSAL IN THE PHoTooraPiHy OF THE SKELETON. T. N. Salthouse 
PiastTic REPRODUCTIONS OF ANATOMICAL MopeELs IN UROLOGY Vincent 
Moore, Don Nikodyma, and Frederick R. Lewis. 
Cotour PHorocaarHy or THe Human Retina Discharoe Fiasn- 
tame. H J. J. van Boort, N. Warmoltz, and J. E. Winkelman. 
EQuiIrpMENT aND MeTHODs 
Ficter Mount ror Cixe-Kopak SPectat. 
Surcey-Wettarp Casserre, Tyee C 
EvecreicaL System. 
Cotour Fitm anp CoLour Prints. 
Retinal PHoroor OF SuPINE AND UNCONSCIOUS PATIENTS 
MINIATURE SLIDE ATTACHMENT. 
Arrow Prosecrion Torcn. 


Issued quarterly ; annual subscription £2 2s. ; single copy 
12s. 64. ; obtainable from the Publishing Manager, B.M.A. 
House, Tavistock Square, London, W.C.1. 


Ophtha'mic Literature.—The new issue (Vol. 9, No. 4) is now 
available. It contains a comprehensive selection of abstracts of 
the literature on ophthalmology and related subjects. Six issues 
and a volume index each year; annual subscription £4 4s. (or in 
combination with British Journal of Ophthalmology, £7 7s.); 
single copy 25s.; obtainable from the Publishing Manager, 
B.M.A. House, Tavistock Square, London, W.C.1. 


APPOINTMENTS 


Jevurre, A. M., M.D., F.F.R., M.R.C.P., D.C.H., D.M.R.T., Consult- 
ant Radiotherapist jointly to the Middlesex Hospital and Mount Vernon 
Hospital, Northwood. 

Mancnesrer Reotonat Hospitat Boarp.—-B. H. Dawson, M.D., F.R.C.S., 
Conseltant Neurosurgeon, Salford Hospital Centre : M. A. Caldwell-Nichols, 
M.B., Ch.B., D.M.2.D., Consultant Group Radiologist, Bolton and District 
Hospitals ; H. Ferguson. M.B.. Ch.B., D.M.R.D., Whole-time Consultant 
Kadiologist, Ashton, Hyde, and Glossop Hospitals; C. Borg, M.D., 
F.R.P.P.S.. D.P.M.. Consultant Psychiatrist, Parkside Hospital, Maccies- 
field ; Marguerite Midgicy, M.B., Ch.B.. D.A., Whole-time Assistant Anacs- 
thetist (S.H.M.O.); C. K. Heffernan, M.R.C.P.1., D.Path., Whole-time 
Consultant Pathologist to Blackburn and District Group of Hospitals ; 

St. C. C. Addis, M.B.. B.Chir., M.R.C.P., Whole-time Consultant 
Thysician in Geriatrics to Wigan and Leigh Group of Hospitals; P 
O'Connor, M.D., M.R.C.P.I Wholestime Assistant Chest Physician 
(S.H.M.O.) ; Manchester Chest Clinic and Baguicy and Mo2sal!l Hospitals ; 
J. G. Stewart, M.B., Ch.B.. D.M_R.T., Wholetime Assistant Radiotherapist 
(S.H.M.O.), Christie Hospital and Holt Radium Institute, Manchester. 

Pearson, R. C. M.D... M_R.C.P.. Medical Officer of Health 
and Principal School Medical Officer of the City of Newcastle-upon-Tyne 

E, Hazer, M.B., B.S., D.P.H., D.C.H., Senior Medical Officer 
(Public Health), Wiltshire 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


1956, at Barratt Maternity Home, Northampton, 


McClure.—-On August 2, 
H. McClure, a son—Nige! 


to Julia (formerly Dowding) and Dr 
Alexander 
Walton.—On July 30, 1956, to Cynthia (formerly Morris) and Kenneth 
Walton, M.D., Ph.D., of 89, Church Road, Mosciey, Birmingham, a 
son—Peter Kenneth Henry. 
Waria.—On July 28, 1956, at Bristol, to Anne, wife of Robert Warin, 
M.D.. M.R.C.P., a son 
MARRIAGES 


Cameron—McKerrell.-On July 23, 1956, at Bellahouston Parish Church, 
Glasgow, James Malcolm Cameron, M.B., Ch.B., to Primrose Agnes 


Miller McKerrell, L.C.S.T. 

DEATHS 
Michie—-On July 15. 1956, at Gorleston Hospital, Alexander Wallace 
Michie, M.B.. ChB... DG.O., of 20, Marine Crescent, Great Yar- 


mouth. Norfolk, aged 53. 
’ On July 9, 1956, at Cambridge, Hugh Middleton, M.B., B.Chir. 
Patersoa.—On July 8, 1956, James Henry Paterson, B.. C.M., D.P.H., 
of 1, Elvetham Mount, St. Leonards-on-Sea, Sussex, jate of West Africa. 
Richards.—-On July 16, 1956, at Lilandough Hospital, Philip David Richards, 
L.M.S.S.A., of East Anglia, Cadoxton, Barry. Giam 
July 8. 1956, Reginald Thompson, M.R.C.S.. L.R.C.P., 
Surgeon Captain, R.N. (retired), of Sevenoaks, Kent. aged 78. 
Wilsea.—On July 14, 1956, at Plymouth, Florence Mann Wilson, M.B., 
Ch.B.. of Little Holmesdale, Boxgrove Lane. Guildford, Surrey. 
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Any Questions ? 


Chemotherapy in Primary Tuberculosis 


Q.—Tuberculosis is diagnosed in a child on findings of 
fever, a strongly positive Mantoux reaction, and radio- 
graphic changes in the lung three weeks after the onset. 
1s chemotherapy indicated, or would this interfere with the 
development of the child's natural resistance ? 


A.—Although in a child a strongly positive Mantoux 
reaction with radiographic changes in the lung persisting 
for three weeks is @ priori in favour of a diagnosis of tuber- 
culosis, it would probably be as well to give penicillin for 
a week or ten days and then take a further radiograph. 
However, if the child is very ill and the fever is high, and 
if the fever has already lasted three weeks, then it would 
be well to assume that the condition is tuberculous and 
treat by chemotherapy. P.A.S. together with isoniazid is 
probably the best combination, as it avoids too much need- 
ling. It is wise to treat any child with primary tuberculosis 
and fever by chemotherapy. The child should be kept 
in bed until clinically well. He can then be gradually 
allowed increasing activity, but it is wise to continue the 
chemotherapy for a minimum of six months. Unless every- 
thing is both clinically and radiologically satisfactory this 
period should be longer. There is no evidence that chemo- 
therapy interferes with the development of the child’s 
natural resistance. 


Exercises for Thin Legs 


Q.—What exercises are advised for a woman with un- 
usually thin legs in order to improve their appearance ? 
Apart from her legs she is otherwise quite well proportioned. 


A.—The most certain way to effect a local increase in 
limb girth is by progressive weight-resistance exercises 
“ Free” exercises without weight resistance will not appre- 
ciably increase muscle size and may even reduce it.’ Some 
increase in the superficial fascia may result from regular 
long-distance swimming, and, if the breast stroke with a 
powerful leg-kick is practised, increased muscle size may 
also occur. 

For thigh development there is no more effective single 
exercise than the full deep-knees-bend or “ squat,” per- 
formed with a barbell across the shoulders and the feet 
about a foot (30 cm.) apart. With the back erect and the 
head up, the knees and hips are flexed fully until the exer- 
ciser is in the full knees-bend position. She then returns 
to the starting position. A wooden block, about 14 in. 
(4 cm.) high, under the heels makes the exercise more 
comfortable. In rising to the erect position on no account 
should the back be rounded or the seat allowed to come 
up first. When the erect position is reached, a calf exercise 
should be done—away from the heel block—by rising up 
and down on the toes twice or thrice before repeating the 
squat. 

The subject should be instructed to start with a weight 
that can just be managed for 10 repetitions, and told to do 
three sets of 10 repetitions each, with a short rest between 
each set. The exercise should be done on Mondays, Tues- 
days, Thursdays, and Fridays only. It is essential for the 
exerciser to use heavier weights as she gets stronger. A 
beginner would be well advised to join one of the many 
body-building clubs in London and the provinces that now 
run special sessions for women. The National Amateur 
Body-Builders’ Association, 24, Store Street, London, WC.l, 
will provide addresses of clubs in any district and give 
further advice on exercise schedules. 


REFERENCE 
2 MacQueen. I. J., British Medical Joursal, 1954, 2, 1193. 
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Cross-sensitivity to Antibiotics 

Q.—A surgeon has developed a severe sensitivity to peni- 
cillin and erythromycin. Does this mean that he is prob- 
ably sensitive to most antibiotics? Is desensitization 
advised ? 

A.—There is no connexion between penicillin sensitivity 
and erythromycin sensitivity. Cross-sensitivity has been 
observed between different members of the tetracyclines, 
otherwise cross-sensitization does not occur between 
different antibiotics or with sulphonamides. Desensitization 
is not advised. If antimicrobial therapy is needed, the use 
of one of the other antibiotics or sulphonamides to which 
the subject is not sensitive is the usual practice. 

Sensitivity to erythromycin is so very unusual that one 
wonders whether some other substance or factor could be 
playing a part and perhaps linking both attacks together. 


Extrasystoles 
Q.—What is the significance of extrasystoles in an other- 
wise apparently healthy person? 


A.—As a rule premature beats or extrasystoles are of no 
clinical importance. They often occur in otherwise healthy 
hearts. They can be found at any age but are increasingly 
frequent after middle life. Mackenzie used to say they had 
the same significance as grey hairs. 

On the other hand, they are a little more prone to occur 
in patients with other heart disorder, and auricular premature 
beats may presage auricular fibrillation in patients with 
mitral stenosis. They may also result from drugs like digit- 
alis and ephedrine. In such instances diagnosis and prog- 
nosis depend on recognition of the underlying condition. 


Routine Radiography for Cancer of Lung 

Q.—A middle-aged man, for many years a heavy cigarette 
smoker, has asked to have his chest radiographed periodi- 
cally so as to detect cancer of the lung at the earliest 
opportunity. (1) How useful is such routine surveillance ? 
(2) If advised, how often should it be done and what views 
should be taken? (3) 1s there any better way of detecting 
early lung cancer ? 


A.—This middle-aged man is likely to do himself much 
more good by giving up smoking than by having his chest 
radiographed, no matter how frequently. Bradford Hill and 
Doll’ are recorded as holding that there is good evidence 
that giving up smoking will diminish the enhanced liability 
to lung cancer already incurred by the heavy smoker. Al- 
though diagnosis at the earliest possible moment, before 
symptoms have developed, may be expected to improve the 
results of surgical treatment of bronchial carcinoma, no 
practicable frequency of examination can guarantee the 
discovery of a growth at an operable stage. 

To answer the specific questions: (1) A routine chest 
radiograph will detect at a very early stage a carcinoma 
Starting peripherally in the lung, especially if there is a 
previous radiograph available for comparison. Rare excep- 
tions to this rule may be encountered, if the growth starts 
in a part of the lung not visible in the commonly used 
radiological projections—for example, in the posterior costo- 
phrenic sulcus, behind the hilar shadows, and in the medial 
part of the left lower lobe behind the heart shadow. Car- 
cinomata starting in the main bronchi give rise to no radio- 
logical shadows until they cause sufficient bronchial ob- 
struction to lead to changes in the lung beyond the obstruc- 
tion. These may take the form of atelectasis if the 
obstruction is complete, or of inflammatory consolidation, 
either massive or patchy, if the obstruction is partial. In 
order to detect a carcinoma of a large bronchus, not yet 
causing complete obstruction, bronchoscopy is necessary ; 
and even this can give no information about certain in- 
accessible bronchi. In the left upper lobe, only its division 
into upper and lower divisions can be seen and none of the 
segmental orifices of the upper division are visible in any 
circumstances ; and in the right upper lobe only the actual 
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orifices of the segmental bronchi are visible. It is difficult 
to assess the probable value of routine chest radiographs. 
Certainly symptoms may appear before x-ray shadows are 
evident, and in many cases where the disease has come to 
light as the result of routine radiography careful inquiry 
will show that there have in fact been some suspicious 
symptoms 
(2) If routine radiography is to be relied upon for a 
really early diagnosis of bronchial carcinoma, frequent ex- 
aminations will be necessary. It would be futile to suggest 
examinations at intervals of more than three months, for in 
three months a rapidly growing carcinoma can become 
inoperable. For a complete survey, right and left oblique 
and lateral views would be desirable. 
(3) The only other way of detecting early lung cancer is 
bronchoscopy ; and this should be regarded as comple- 
mentary, rather than alternative, to radiography. Perhaps 
the prospect of three-monthly bronchoscopy might be used 
to discourage the desire to continue smoking. 


REFERENCE 
' British Medical Journal, 1956, 1, 504 


Diaphoretics in Paediatrics 


Q.—-What place have diaphoretics in the treatment of 
infants and small children? Are they ever indicated in 
the ordinary febrile complaints of infancy and childhood ? 
What preparations are advised for those infants and 
children who vomit preparations containing aspirin ? 


A.—Diaphoretics seem to have disappeared entirely from 
use in the modern treatment of children’s diseases, as a 
result presumably of the effectiveness of antibiotic and 
chemotherapeutic drugs in those conditions where prolonged 
high fever used to occur. It may safely be said that dia- 
phoretics are never required in the treatment of ordinary 
febrile complaints, but that if some drug is required .to 
lower the temperature then aspirin is the first choice. It 
is now available as calcium aspirin in so many non-irritating 
preparations that it is worth trying a different preparation 
if a child vomits ordinary aspirin. 


Strangulated Hernia on Board Ship 


Q.—How should a ship surgeon, with limited equipment 
and surgical experience and no skilled assistance, treat a 
case of strangulated hernia? 

A,.—If the hernia has been strangulated for less than six 
hours an attempt at reduction by taxis should be made. 
The patient should be laid down with the feet raised and 
after half an hour reduction should be attempted. If re- 
duction is impossible operation must be undertaken. This 
would best be done under local analgesia, the essential 
point being to relieve the strangulation. 

In an inguinal hernia the constriction may be at the 
external inguinal ring or at the neck of the sac. In the 
former instance reduction will occur as soon as the external 
oblique is incised from the external abdominal ring and 
the sac need not be opened. If the constriction is higher, 
the whole length of the inguinal canal must be opened up, 
the sac opened, and the constricting neck incised by a pair 
of scissors, the operator making sure that the vessels of 
the spermatic cord are pushed aside. The external oblique 
should be repaired and the skin wound closed. 

In the case of a femoral hernia the strangulation is nearly 
always caused by the rigid margins of the femoral ring. 
By blunt dissection the medial margin of the sac should be 
followed up until the reflected portion of the inguinal liga- 
ment (Gimbernat’s ligament) can be felt. With a small 
scalpel this can be nicked, care being taken to avoid the 
The sac should then be opened and its contents 
reduced. OccasionaHy a tight neck of the sac requires cut- 
ting with scissors. After reduction the sac should be ligated 
at its base and cut off, and the skin sutured. 

A short course of penicillin should be given, and the 
patient advised to have a radical repair when circumstances 


permit. 


sac. 


ANY QUESTIONS ? 


Barrisu 
MEDICAL Jou RNAL 


NOTES AND COMMENTS 


Prolonged Constipation in Chiidren.—Mr. H. Reip, F.R.C.S 
(Liverpool), writes: Your expert gave a very clear and adequate 
account of the treatment of constipation in children (“* Any 
Questions ? " May 19, p. 1187). His opinion on the use of the 
proprietary form of standardized senna which he mentioned is 
in conformity with an increasing number of members of the 
medical profession. When, however, liquid paraffin is recom- 
mended, we are uneasy. As long ago as 1942, a leading article 
in the Lancet' made four important points: (1) A considerable 
amount of liquid paraffin finds its way from the intestine to the 
liver and viscera. (2) Liquid paraffin renders the recto-sigmoida! 
“ valve " incompetent, and permits continual leakage of a mixture 
of oil and faeces into the rectum. (3) In patients with rectal 
lesions . . . healing is more rapid when liquid paraffin is avoided. 
(4) Liquid paraffin in the bowel may interfere with absorption in 
the small intestine both by hurrying the food along and by coat- 
ing the mucosa. Since then other writers of eminence have 
written about the way in which liquid paraffin interferes with 
absorption of vitamins. A recent annotation in the Journal,’ on 
the treatment of constipation, incriminates liquid paraffin as 2 
cause of lipoid pneumonia and as an obstacle to the absorption 
of fat-soluble substances such as carotene and to the healing 
of wounds. In these days of economy in prescribing, I should 
like to make one other point—namely, that the biologically stan- 
dardized form of senna which you mention is cheaper by half 
than paraffin, is far easier to dispense, and there is no wastage 
of storage space. 

' Lancet, 1942, 1, 656 
British Medical Journal, 

Our Experr replies: Liquid paraffin is certainly feeling the 
swing of the pendulum, and, like many useful and comparatively 
harmless drugs, is being brought into disfavour by being pre- 
scribed too frequently and in too large a dosage. Mr. Reid's 
comments certainly apply to paraffin when given in excessive 
amounts and in surgical conditions; but, if prescribed with dis- 
crimination and in small quantities, it seems completely harmless 
and to be of value. The neostigmine mixture recommended in 
my answer has been in use for many years, and over long periods, 
with no ill effects. The actual cost of two drams (7 ml.) of liquid 
paraffin daily. and of a tablet of the biologically standardized 
preparation of senna (“ senokot"’) daily, is about one penny a 
week in either case. 


Intragastric Oxygen for Asphyxia Neonatorum.—Dr. D. 
Morris (London) writes: Could [ bring to your notice an omis- 
sion in your answer to the use of intragastric oxygen for 
asphyxia neonatorum (“ Any Questions?” July 7, p. 55)? In 
answer to the specific question, “ What apparatus is advised for 
use in general practice ?"" we have designed and described’ a 
small portable apparatus for use in general practice, and it is now 
being used by district midwives and general practitioners. 

REFERENCE 
. Waller H. K., and Morris, D., Lancet. 1953, 2, 951 


Our Expert replies: I owe Dr. David Morris an apology for 
forgetting his adaptation of the Sparklet apparatus, made by 
Messrs. Sparklets, at a price of six guineas, for supplying intra- 
gastric oxygen. It sounds as if this should be a very handy 
apparatus for giving intragastric oxygen. The apparatus is one 
that is now used by many general practitioners and midwives 
for supplying oxygen to the mother or baby through a face mask. 
To adapt it for giving intragastric oxygen, all that is required is 
a special connecting piece, costing 2s., the catheters, and tubing. 
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Correction.—In a news paragraph (July 21, p. 185) which 
mentioned a forthcoming conference at the National Physical 
Laboratory on the “ Direction of Research Establishments” it 
was wrongly stated that Sir Harold Himsworth, F.R.S., would be 


among the speakers. 
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REMUNERATION CLAIM 


As announced in last week’s Supplement (p. 92), representa- 
tives of the Negotiating Committee met the Minister of 
Health and the Under Secretary for Scotland on August 2. 
After the meeting the Ministry of Health issued the follow- 
ing statement: “ Representatives of the Negotiating Com- 
mittee met the Minister of Health (Mr. Robin Turton) and 
the Under Secretary for Scotland (Mr. J. Nixon Browne) 
to-day about their claim for increased remuneration on 
behalf of general practitioners and all grades of hospital 
medical staff. The meeting was adjourned pending the 
submission by the Committee of further particulars as to 
the legal aspects of their claim.” 


‘ 


CENTRAL HEALTH SERVICES COUNCIL 
ANNUAL REPORT FOR 1955 


The Central Health Services Council for England and Wales 
(chairman, Sir Frederick Messer) has made its report’ to the 
Minister of Health on its proceedings, and on those of its 
standing advisory committees, for the year ending December 
31. 1955. A report of a special subcommittee of the council, 
under the chairmanship of Lord Cohen, on the medical care 
of epileptics’ has already been published and was discussed 
in an annotation in the Journal (June 23, p. 1476). 


Fluoridation of Water Supplies 


In his foreword to the report the Minister of Health 
says that the council has helped to advance ~ what | am 
satisfied is the right policy by recording their conclusion, 
and that of the Standing Medical Advisory Committee, that 
despite many years of observation and investigation there is 
no scientific or medical evidence available which suggests 
that there is any risk in drinking water containing fluoride 
in the low concentration proposed.” 

The council discusses in detail suggestions of possible 
toxic effects from fluoridation. It states that, apart from 
the effect of acute lethal dosage, which for adults is several 
thousand times the proposed fluoridation dose and for 
children several hundred, the effects of fluoride can be 
divided into those seen in high-grade industrial or natural 
fluorosis and the possible effects of artificial fluoridation of 


the order of 1 p.p.m. 


Central Health Services Council. Report for the Year Ended 
December 31, 1955. 1956. H.M.S.O., London. 7 

2 Central Health Services Council, Report of the Subcommittee 
on the Medical Care of Epileptics, 1956. H.M.S.O., London. 
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U.S. Investigations 


A comparaiive study had been made of two areas in 
Texas, one with a natural fluoride content of 8 p.p.m. and 
the other with 0.5 p.p.m. In each over 100 individuals were 
studied who had lived in the area continuously for at least 
1S years at the start of the study. They were examined 
physically, radiologically, pathologically, and dentally, first 
in 1943 and again in 1953, when the minimum exposure to 
these levels of fluoride was at least 25 years. Apart from 
dental mottling, the only statistically significant differences 
between the two areas was a slightly higher rate of cardio- 
vascular abnormalities in the low fluoride areas and some 
unimportant changes in the blood picture. Regarding criti- 
cism that the numbers were too small to show up differences 
unless these were very marked indeed, the council points 
out that exposure to fluoride was so much higher than that 
entailed in artificial fluoridation that anything to be expected 
at 1 p.p.m. should have been shown greatly magnified at 
8 p.p.m. “The fact that there were no relevant differences 
than dental mottling seems to justify the conclusion that 
no significant changes in health are seen after 25 years’ 
exposure to this very high level of fluoride.” 

It was sometimes suggested that the fluoride which is 
added to water supplies is not the same as that occurring 
naturally. Apart from the fact that the active particle is 
the fluoride ion, which is the same from any source, all 
“ artificial ” fluorides are prepared from naturally occurring 
minerals. The studies on American fluoridation projects 
showed that the artificial substance behaved in exactly the 
same way as the natural one. 

The council mentions that dental caries affects 98%, of the 
population, and even at 5 years of age children already have, 
on average, five to six defect ve teeth. It had never been 
suggested that fluoridation was the only means of preventing 
caries, but so far it has proved the most effective. 


Ethical Issues 


The council records that “ it is the ethical issue on which 
opinions differ most widely—namely, the question whether 
an authority is justified in treating the public water supplies, 
as a measure of prophylaxis in the interests of public health, 
in view of the fact that it may be difficult or impossible for 
an individual to avoid using the supply, or to find an alter- 
native if he objects to the measure.” In making arrange- 
ments to demonstrate the value and the technique of fluori- 
dation, the council felt that the safeguard for the individual's 
true rights lay in ensuring that any decision made by an 
authority was taken in compliance with proper constitutional 
procedure and in the light of well-informed opinion. By 
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accepting the recommendation of the United Kingdom 
Mission sent to the U.S.A. in 1952 that before any general 
introduction of fluoridation there should be study demonstra- 
tions in selected areas, the Government had taken steps to 
ensure full opportunity for the development of well-informed 
opinion. Without these studies it would not have been 
possible to produce the conditions necessary for a froper 
demonstration, but the authorities concerned had been left 
free to decide whether or not to take part in them. In each 
instance the proposal to introduce fluoridation had been duly 
considered by the health and water authority and had been 
the subject of a formal resolution made in the normal 
manner. It now remained for the studies to go forward and 
for individual authorities to decide, in the light of these 
demonstrations and the emerging results, whether or not to 
fluoridate their own supplies. 


Smoking and Lung Cancer 


In his foreword the Minister recalls the advice he had 
received on the question of smoking and lung cancer. After 
referring to his statement in the House of Commons on May 
7, he adds: “I shall take such steps as are necessary to 
ensure that the public are kept informed of all the relevant 
information as and when it becomes available. This will 
enable every smoker and, perhaps more important, everyone 
who is thinking of starting to smoke, to make up his mind 
for himself on the evidence we have, but I do not consider 
that the present state of our knowledge is such as to justify 
my accepting the advice of the Standing Medical Advisory 
Committee, now endorsed by the council, and undertaking 
a national publicity campaign.” 


Medical Staffing of Mental Hospitals 


Among special reports is one dealing with the medical 
staffing of mental and mental deficiency hospitals. “ Basic- 
ally the problem of medical staffing is one of numbers, but 
a factor of cardinal importance is quality of staff.” it is stated. 
Mental hospitals were changing in character as the new out- 
look on mental illness became more widely accepted and 
prejudices against treatment lessened. Admission rates were 
climbing steeply. But these tendencies, encouraging in them- 
selves, were developing in circumstances of great difficulty 
for the hospitals. Most of them were built in the last 
century and their design was not in accord with modern ideas 
of the needs of medical or social treatment. These condi- 
tions constituted a challenge alike to hospital committees and 
their staffs, and credit was due to them for succeeding in the 
face of all difficulties in improving the services available to 
the community. 

The overall shortage of medical staff based upon the 
vacancies in medical establishments at March, 1954, was 
about 20° of establishments. The replies to a general 
questionary to regional hospital boards on the subject of 
medical staffing showed that the reasons commonly given 
for the shortage were: (1) Specialists (consultants and 
S.H.M.O.s): Shortage of people with the requisite qualifica- 
tions and experience ; limitation of hospital finance ; work- 
ing conditions in some hospitals ; lack of housing; in the 
case of medical superintendents, absence of any financial 
inducement to assume additional responsibility; and un- 
popularity of the S.H.M.O. grade (regarded by some as a 
dead end). (2) Senior registrars and registrars : Unsatisfac- 
tory working conditions; lack of housing; varying rent 
charges at different hospitals ; lack of training facilities in 
hospitals remote from training centres; difficulty and ex- 
pense of extended leave to obtain training ; preference for 
teaching hospitals; no attraction to a doctor holding the 
Diploma in Psychological Medicine to take a senior registrar 
post when he can obtain a post as S.H.M.O. (3) Junior 
hospital medical officers and senior house officers: Absence 
of or otherwise poor housing conditions; high residential 
charges ; isolated hospitals ; inadequate salary ; lack of pro- 
motion prospects ; no security. 
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Council's Advice 


Advice for improving the position offered to the Minister 
by the council includes the recommendation that courses 
of training in medical administration should be instituted 
and priority given to provide accommodation for some 
members of each medical grade, both senior and junior, 
especially where hospitals are in isolated surroundings. The 
council believes that an outstanding reason for failure to 
recruit and retain sufficient medical staff is the shortage 
of houses and flats for married officers. It thinks it important 
that senior registrars should complete full training as such 
if they aspire to consultant rank. To provide the requisite 
number of places, the establishment for them should be 
expanded. It should be realized that fully trained senior 
registrars can be promoted to consultant rank without inter- 
mediate service in the grade of S.H.M.O. The council 
states that the absence of a sufficient number of psychiatric 
consultants is related to the insufficient number of entrants 
into the specialty, and draws attention to the fact that some 
universities have no chair in psychiatry. 

The Minister in his foreword indicates that he is con- 
sidering the recommendation relating to the training of 
medical staff: “In particular the Standing Mental Health 
Advisory Committee has drawn my attention to the import- 
ance of maintaining the quality of medical superintendence 
at both mental and mental deficiency hospitals, a matter I 
am considering in the light of the recommendations of the 
Bradbeer and Guillebaud Committees. I recognize that 
there is a special case for provision of accommodation at 
hospitals which are remote from the community. The 
committee also makes a number of recommendations, which 
I am considering, regarding the training of medical staff. 
Since its report, the establishment of senior registrars has 
been increased, and I am at present studying again the ade- 
quacy and distribution of senior registrar posts in psychiatry.” 


Maternal Deaths 


The views of the Maternity and Midwifery, Advisory Com- 
mittee on antenatal care related to toxaemia are put on 
record. These were sent by the Minister to all local health 
authorities on May 25 (Supplement, June 16, p. 362. and 
Journal, p. 1415) for discussion locally between professional 
representatives of family doctors, hospital obstetricians, and 
local health authority medical staff. Meanwhile a committee 
under Lord Cranbrook has been set up to review the organ- 
ization of the maternity services as recommended by the 
Guillebaud Committee. 

It is pointed out that, while the maternal mortality rate 
has, since the turn of the century, been lowered from five 
to under one per 100,000, there still remains a substantial 
proportion of the present 500 or so maternal deaths each 
year which must be regarded as avoidable. From a 
Ministry of Health inquiry into the cause of maternal 
deaths, it was already clear that toxaemia of pregnancy 
was the principal cause of avoidable maternal death in 
this country, and it had been shown that it was also a 
major cause of stillbirths and neonatal deaths. 

“ The time seems to have come,” the council states, “ when 
a concerted effort should be made by all three parts of the 
maternity ‘service of the nation to tackle the problem of 
toxaemia of pregnancy. This will mean not only research 
by specialists in hospitals into the cause or causes and the 
prevention of toxaemia, but also a thorough overhaul of the 
antenatal care provided by the general practitioners, mid- 
wives, local authority clinics, and hospitals.” 


Antenatal Care 


The report then outlines what in the council's view con- 
stitutes good antenatal care. Among other things it says 
that any evidence of malnutrition, renal disease, heart 
disease, pulmonary tuberculosis, or other serious illness in 
the past, or any complications in a previous pregnancy are 
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ge of 40, mothers having their fourth 

or more confinement, and those with multiple pregnancies, 
as well as all cases of social need, should have their babies 
on these general lines should be 
each area and should be clearly 

understood. 

General assessment of the mother’s health and nutrition 
is Important, especially as heart disease and anaemia still 
remain prominent contributory causes of maternal death. 
The council advises x-ray examination of the chest in all 
cases. Between examinations given by the family doctor. 
hospital, or clinic medical staff, preferably with the midwife 
present, the midwife should see the mother at short intervals 
to check blood pressure, urine, and weight. Any mother 
showing signs of a rising blood pressure, excessive gain in 
weight, oedema, or other abnormality should be referred to 
the appropriate doctor. It is advisable that the midwife 
should see her patient monthly until the 28th week. fort- 
nightly until the 34th or 36th week, and then weekly. It 
is essential that there should be free interchange of informa- 
tion between midwife and doctor, and this should always be 
arranged as part of the plan for antenatal care made at 
the time of booking. 

With regard to antenatal records, the council says that 
it is essential that every doctor and every hospital or clinic 
providing antenatal care should have an efficient filing system 
with good, clear records. Arrangements should be made to 
see that reports are exchanged between all concerned with 
the care of the mother, both before and during labour. 
Hospitals which do not do their own antenatal care should 
make certain they receive all information before the mother 
is admitted. In domiciliary practice there should be a free 
interchange of information between the doctor and midwife. 
One person, usually the midwife, should be responsible for 
the prompt follow-up at home of any woman who fails to 
attend at the appointed time for antenatal care. The council 
urges that the pattern of supervision a mother is to receive 
should be mapped out at the first visit by the hospital staff, 
family doctor, or midwife with whom the primary booking 
is made, although the plan was always subject to modifica- 
tion in the light of events. 

Once early toxaemia and other abnormalities have been 
recognized there are three essentials for a good service: 
a constant watch on all patients, especially non-attenders ; 
adequate numbers of antenatal beds so that treatment may 
be started as early as possible: and for the multipara a 
good home-help service so that the mother, whether resting 
at home or admitted to hospital, is not worried about her 
home and children. The number of antenatal beds should 
bear a relation to the needs of the population served and 
not to the number of lying-in beds. The number of cases of 
toxaemia in similar communities is likely to be similar 
whether the area has many or few maternity beds. 

What is required, the council feels, is not so much the 
establishment of new services as a proper use of those 
already existing. and it has therefore readily endorsed the 
recommendation of the Standing Maternity and Midwifery 
Advisory Committee that the Minister should circulate to 
all the appropriate authorities a memorandum advis'ne them 
to review and organize their services on the lines indicated. 


‘ Classification of Proprietary Preparations 


The Joint Committee on the Classification of Proprietary 
Preparations, appointed in 1954 by the Central Health Ser- 
vices Council and the Scottish Health Services Council, met 
twice during the year and continued its. work of classifying 
proprietary preparations into the categories recommended 
by the former Joint Committee on Prescribing on Form 
E.C.10. About 300 new preparations were classified, and 
the classification of other preparations was reviewed. on 
further evidence. Where requested, the committee met 
manufacturers’ representatives who were not satisfied with 
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the committee’s decisions on their written representations 
about the classification of particular products. As a number 
of drugs and preparations were deleted from the British 
Pharmaceutical Codex in 1954, and from the National 
Formulary in 1955, therefore ceasing to be “ standard” or 
“ official” drugs and preparations, the committee found it 
necessary to review independently the therapeutic value of 
such products before deciding whether or not to change the 
classification of proprietary preparations containing them. 


Joint Committee on Poliomyelitis Vaccine 


In 1955 the council appointed a second joint committee 
with the Scottish Health Services Council, with the following 
terms of reference: “To advise generally on the conditions 
which should govern the use of poliomyelitis vaccine in mass 
immunization and specifically on such questions as Ministers 
may refer to them.” It consists partly of members of the 
two councils and partly of outside members with special 
experience in the production and use of poliomyelitis vaccine 
and is under the chairmanship of Lord Cohen. 

The Joint Committee met three times during 1955. It had 
recourse to information on what had been undertaken and 
planned in the employment of poliomyelitis vaccines in other 
countries, and to certain proposals for the application and 
use of vaccines which would become available in this 
country in the spring of 1956. While no formal decision was 
taken, the general feeling of the committee at its meeting in 
December favoured the use of poliomyelitis vaccine in Great 
Britain, to take place in May-June, 1956, on the basis of 
a plan prepared by the Medical Research Council's Com- 
mittee on Cliniéal Trials of Poliomyelitis Vaccine, provided 
that the practical, administrative, and financial difficulties 


were not insuperable. 


HOSPITAL MEDICAL STAFF BOARD AND 


LODGING CHARGES 


The Management Side Secretary of Committee B of the 
Medical Whitley Council has written to the secretaries of 
hospital authorities to inform them that Committee B agreed 
on July 24 to amend paragraph 17 of the Terms and 
Conditions of Service to provide for charges to be made for 
board and lodging for hospital medical staff at a fixed rate 
according to the grade of the officer concerned. 

The rates are: senior house officers, £150 per annum ; 
J.H.M.O.s and registrars, £170 per annum ; senior registrars, 
£200 per annum ; S.H.M.O.s, £350 per annum ; consultants, 


£400 per annum. 


HOSPITALITY 
A French girl aged 22 would like to spend her holidays 
from August 10 to August 30 with a British medical family 
as a paying guest. Her sisters, aged 16 and 14, would like 
to stay as paying guests with different medical families. 


A specialist in otorhinolaryngology in Mannheim would 
like his daughter, aged 19, to arrange a holiday exchange 
for two months with the daughter or son of a doctor living 
in Oxford, Cambridge, or London. The British boy or girl 
would have the opportunity, while staying in Mannheim, of 
attending the University of Heidelberg. 

Two Swiss doctors would like to receive U.K. doctors’ 
daughters, aged about 18, to stay for about six months on 
an au pair basis, to help with children. 

A French doctor living in Paris would like to arrange a 
holiday exchange for her son, aged 174, during September. 
She would net be able to receive an English boy until 
October. 

Would anyone interested please get into touch with 
Brigadier H. A. Sandiford, International Medical Visitors’ 
Bureau, B.M.A. House, Tavistock Square, London, W.C.1. 
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Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Remuneration Claim 


Sir,—-If the rebuttal of our claim to a cost-of-living adjust- 
ment was disappointing to most doctors, let it be remem- 
bered that it seems to verge on the calamitous to all except 
the most recently appointed registrars. Many of us have 
known no increment for two years, and it is common know- 
ledge that four or six years is the least time likely to be 
spent in the grade nowadays, in spite of the roseate 
“normally held for two years “ of the terms and conditions 
of service. It is more than high time for these outmoded 
gradations to be revised-—objections to “ dilution.of con- 
sultant labour” are invalid, for consultant labour is de facto 
already diluted by superannuated trainees. If the Ministry 
refuses to create the necessary posts, at least those who are 
waiting for vacancies can be granted a fair return for their 
annually increasing experience and the accumulation of 
higher and differential qualifications. 

The public are being seen, examined, treated, advised. 
anaesthetized, and operated upon by a large proportion of 
doctors who are living from hand to mouth, with little or 
no security of tenure, on remuneration which compares un- 
favourably with that of 21-year-old car sprayers, stevedores. 
and espresso-bar operators, to quote but three authenticated 
examples. The public, who place their trust in these doctors, 
respect them, and are thankful for their ministrations, do 
not know that their “ specialist,” some eight years qualified 
or more, possibly with one or more higher qualification, at 
least “deeply studied in physic” if not “ groundedly 
learned,” is still being moved about every two years and is 
still being paid as a second-year trainee. 

Assuming that the work done by registrars is there to be 
done, and while awaiting the only real solution of the prob- 
lem—the creation of sufficient consultant posts—some 
equitable makeshift should nevertheless be pressed for, if 
only for the ad hoc relief of hardship. Annual increments 
for additional years in the grade, with special increments 
for the higher or differential qualifications as they are 
obtained (as holds in other fields such as engineering and 
teaching), seems to be an answer to the problem. The 
argument that this would create a “ sub-consultant grade 
seems spurious, as the people who would constitute the grade 
already exist, and are working in a “ sub-consultant ™ capa- 
city already, with no early prospect of betterment apart 
from such a change in their grading. If this is doubted, let 
each consultant insist on actual supervision of the work of his 
registrar(s) ; he would soon find the need to be in two places 
at once ; waiting-lists would grow ; and we might even see 
the Minister volunteering the increase in the consultant 
establishment which is so obviously needed.—I am, etc.. 


London, E.11 J. D. Kerra Pacmer. 


Sir.—-Perhaps the recent rejection of the claim for in- 
creased remuneration will bring home to doctors their lack 
of strength as a negotiating body. 

Let them ask themselves what safeguards exist in con- 
nexion with: (1) remuneration, (2) working hours, (3) 
working conditions. What is to prevent the Government 
from continuing to refuse any increase in pay, and in fact 
what is to prevent them from actually cutting that pay 
down ? Secondly, what is to prevent demands on doctors 
by patients from increasing until saturation point is reached 
and passed? Thirdly, what possibility is there of working 
conditions being improved when no safeguards exist in rela- 
tion to the above factors ? 

In six years the standard of living of the medical pro- 
fession has dropped by one-quarter. Over the past 20 years 
the demands on doctors by patients have increased by about 
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250%, (this figure is an estimate). If the doctors do not 
attempt to alter this position for themselves no one else 
will do it for them. The machinery is there. It needs 
only radical alteration in its use for it to become effective. 
The time for this is now.—I am, etc., 


Cheadle, Staffs R. Dean Jones. 


Sirn.—The remuneration issue is not one for complacency. 
It is now more than two weeks since Mr. Turton made his 
utterly outrageous statement in the House of Commons. It 
is therefore time for our negotiators to tell Mr. Turton 
that he must take steps to implement Spens now or the Asso- 
ciation will start at once to organize a mass resignation from 
the N.H.S. Last time we had endless delaying tactics by 
the Minister before Mr. Justice Danckwerts made his arbitra- 
tion decision. Let us for goodness’ sake “ get cracking ~ 
this time.—I am, etc., 


Edinburgh, 11 R. C. McLaren. 


Sirn,—The trick of timing employed by the Minister and 
the letter to a popular daily newspaper claiming that doctors 
are grossly overpaid should sweep away the last of our 
illusions. We are dealing with a politician ready to take 
a leaf from Adolf Hitler’s book and quite unconcerned with 
the justice of our case. Our ability to embarrass the Govern- 
ment by causing a breakdown in the N.H.S. is our only 
bargaining asset in the eyes of officialdom, since only then 
would the main body of the general public evince any interest 
in our conditions of service and remuneration. 

A token strike is an excellent idea, but, if it falls short 
of achieving its object, what next? The answer is that we 
must then realize that we are fighting for our very existence 
and not be squeamish about employing full strike action. 
This would mean casualties, but such methods would only 
need to be used once, since future Ministers would show 
a marked willingness to negotiate. Remember: if we fail 
it will only be a few years before we are degraded to the 
level of hewers of wood and drawers of water.—I am. etc.. 


Leeds. 16 T. Roperts. 

Sir.—Now that some retaliatory measures are being dis- 
cussed with regard to our rejected claim for increased pay, 
I consider it both foolish and unethical to penalize our 
patients, either in the form of reduced surgery hours or by 
refusal to sign certificates, as suggested by some of your 
correspondents. Surely we should “ strike,” but let it be 
against our employers—i.e., the administration. 

What better method could we employ than collectively to 
withhold payment of part or the whole of our income tax 
until such a time as our just demands are honoured. Let 
us see whether our masters will proceed to prosecute or 
imprison 22,000 general practitioners. And if they do, let 
us by all means face a spell of imprisonment. It may, to 
some of us at any rate, prove a welcome rest and a relief 
from running a busy general practice. And at least I do not 
suppose we shall get any night calls.—I am, etc., 


Tadworth, Surrey J. R. ELWELL. 

Sir,—The refusal by the Minister to accede to the request 
for a 24% pay increase for doctors has already provoked 
indignation in your columns. Before condemning his action. 
let us consider this claim and its implications. 

The profession, through its leaders, has said in effect that 
all doctors are entitled to an increase of 24° in their 
earnings to offset the increased cost of living. But, in 
general practice at least, is this true? Would a general 
increase of 24% in capitation fees give more money to those 
who need it? Would all doctors benefit? We consider 
that the answer is “no” in each case. 

The earnings of general practitioners are extremely varied, 
from the small-list man whose practice expenses are a very 
large part of his income to the doctor with a large list and 
many outside sources of income, who on no reasonable 
standards can be said to be underpaid. If a general uniform 
increase were granted, the bulk of it would be absorbed in 
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making large incomes larger, and those doctors who are in 
greatest need of more money would get little. As no provi- 
sion is made, either in Spens or by the profession, to better 
assistants’ salaries, they would probably get nothing. This 
is a fundamental fault of the present system of distribution, 
and must have been obvious to the Minister, perhaps even a 
major reason for his decision, which in our opinion was 
fully justified. 

We suggest that, to justify a claim for more money in 
the general-practitioner pool, the profession must first make 
clear where any increase would go, and also take steps to 
ensure that such money would be spent where it is needed. 
and not on any arbitrary betterment applied to the existing 
scheme, with the shortcomings of the present one thus ex- 
aggerated. A case for more money could be made out if 
it were to correct some of the faults of the present system 
which are dependent on the system of remuneration—head- 
hunting and competition for patients, oversize lists, and poor 
standards of practice. 

We should like to draw attention to a recent resolution of 
the General Practice Reform Association calling for loading 
of the capitation fee from zero instead of from 500. We 
believe that such a loading would give help where it is most 
needed—that is, to doctors with smaller lists who have the 
highest expense ratio—and would also make entry into 
practice easier by reducing the financial barrier to new 
partnerships. If. in addition, the maximum permitted size 
of list, and the size of the extra list allowed for an Assistant, 
were reduced, the profession would be in the strong position 
of having made constructive proposals for raising standards 
of practice and helping to get into practice some of the many 
doctors who are badly needed but unable to obtain entry, 
and of asking for the funds necessary to carry out these 


reforms.—We are, etc.., 


A. C. J. SauDEK. 


London, N.W 6 H. P. Hivpitcu. 


Economy in the N.H.S. 


Sir.—In recent months there have been many statements 
in the press by ministers, officials, and the like on the 
increasing bill the Government has to pay for drugs and 
other sectional items of the N.H.S. and Ministry of National 
Insurance. 1am the first to admit that the bill is a high 
one and higher than is warranted by the needs of the popula- 
tion on whom the money is spent. It is most unjust that 
the blame for this state of affairs should be laid on the 
medical profession, or indeed that they should be. expected 
to find the remedy for it. se 

The Government could, if it had the political courage, 
make these economies itself. Because it is unwilling to take 
the political risk is no reason whatsoever for the medical 
profession to take the responsibility on the Government's 
behalf. 

If the Government wishes to economize it has only to 
undertake a few measures, which would, I have no doubt, be 
unpopular, because they would remove many of the over- 
inflated ideals which politicians are so fond of maintaining 
before the electorate. (1) It should issue a list of drugs 
which can be supplied to patients free of charge under the 
N.H.S., and any drugs not on the list would be unobtainable 
except by purchase. After all, why should a doctor who 
undertakes to give his patients the best available treatment 
require his patients to take some cheap, unpalatable remedy 
in the place of some more elegant but more expensive pro- 
duct ? (2) While the general practice side of the medical 
profession is paid on the capitation basis every G.P. is to an 
extent blackmailed into sometimes providing treatment 
against his better judgment. He is in fact in a very awkward 
predicament: if he insists on the most stringent economies in 
prescribing he may lose his practice, and if he does not he is 
liable to fine or censure. It is quite noticeable that G.P.s 
practising in an area where there is little competition with 
other G.P.s are able to achieve much more significant 
economies than those in active competition. (3) A similar 
situation exists in regard to the ambulance service, parti- 
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cularly in rural areas. The Government ordains that there 
should be a free ambulance service, the criterion for the 
use of which is that a G.P. shall certify that the patient is 
unfit to travel by public transport. The practitioner is in a 
dilemma. If he wishes to keep his practice together he must 
err on the generous side. 

I think it should be obvious that the real economy in the 
N.HLS. lies in realistic action on the part of the Government. 
If it is afraid to tell the public what has to be done, why 
should we? A list of drugs was prepared, some of which 
we were advised not to prescribe, but of course we could if 
we thought them to be necessary. If these drugs are too 
expensive for the N.H.S. then the Government should say so, 
and if we thought our patients required them we could tell 
them that they were necessary but must be paid for. 

If the Government would lose its political timidity it would 
be much easier for the medical profession to make a very 
clumsy N.H.S. work economically.—I am, etc., 

Sleaford, Lincs H. WiLson. 


Where the Money Goes 


Sirk,—It has just been brought to my notice that when a 
home help is needed, and this is supported by a medical 
certificate to that effect, the patient is visited by a health 
visitor on whose report the necessary help is furnished or 


otherwise. This to me seems a waste of public funds and 
time.—I am, etc., 
London, N.4 T. H. K. MacLauGuauin. 


Consultant's Contract Terminated 


Sir.—We read Dr. J. M. Alston's letter (Supplement, July 
14, p. 53) with concern, and have delayed writing about the 
matter until we could make some further inquiries. Having 
done so, we feel that it is our duty to say that we are in 
full agreement with the final paragraph of Dr. Alston's letter. 

We trust that the Negotiating Committee will not let the 
matter rest but will make a vigorous protest to the Minister 
about the manner in which this contract was terminated, and 
ask that further inquiry may be made. Our chief concern 
is to ensure that, where medical administration is in being 
at any hospital, this type of administration should be clearly 
seen to be sound and above reproach, especially by our 
medical colleagues.—We are, etc., 

G. McCou Lt, 
President 


V. Corron-CoRNWALL, 
Chairman of Council, 


Prudhoe-on-T yne. The Medical Superintendents’ Society. 


Hospital Medical Staff Board and Lodging Charges 


Sir,—Notification has been received from the Manage- 
ment Side Secretary of Committee B of the Medical Whitley 
Council that the Committee has agreed to amend para- 
graph 17 of the Terms and Conditions of Service to provide 
for charges to be made for board and lodging for hospital 
medical staff at a fixed rate according to the grade of the 
officer concerned. The rates are: senior house officers, 
£150 per annum; J.H.M.O.s and registrars, £170 per 
annum ; senior registrars, £200 per annum; S.H.M.O.s, 
£350 per annum ; consultants, £400 per annum. 

As there is wide variation from hospital to hospital in 
the value of amenities of resident medical staff, it is aston- 
ishing that the Staff Side of Committee B of the Medical 
Whitley Council should have agreed to figures so high for 
the senior grades, and to assessment on the basis of a flat 
rate for each grade, no matter how little is received in 
return. This latter principle is obviously most unfair, and 
my own case, I think, demonstrates this point. 

In the Alder Hey Children’s Hospital all medical and 
surgical staff whose contracts require them to be resident 
(and this includes myself) share exactly the same amenities 
as regards dining-room, food, and service. Under the 
municipal authority the assessment of the value of these 
emoluments was: house officer, £100; registrar, £130; 
deputy medical superintendent (who has a sitting-room), 
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£160. As an S.H.M.O. I am paying, under the new assess- 
ment, an additional £190, although the amenities themselves 
have remained unchanged. | believe that this represents a 
gross overcharge, but am apparently without redress. My 
present amenities being adequate for my needs, | do_not 
seek additional services. Why, therefore, should I be com- 
pelled to pay disproportionately more solely on account of 
my grade? 

The new scale of charges is hardly calculated to induce 
senior medical staff to live in hospital if they can avoid it. 
Have the negotiators so long forgotten their own hospital 
days that they are unmindful of the value of resident senior 
medical and surgical staff, or is this new agreement a move 
to diminish their number in order that the lay authority 
may further progress towards totalitarian power ?—I 
am, etc., 

R. J. Dertam. 


Liverpool, 12 


Convalescent Homes For Doctors 


Sir.—I was pleased to read in the Supplement of July 21 
(p. 56) of the carrying of a motion proposed by Dr. Joan 
Chappell at the Annual Representative Meeting at Brighton. 
asking the Council to consider ways and means by which a 
convalescent home or homes could be established for the use 
of members of the medical profession and their immediate 
relations. 

I brought this subject to the notice of the profession in a 
letter which you were good enough to publish in the 
Journal of December 22, 1951 (p. 1524). In my letter I drew 
attention to the existence of a convalescent home owned and 
run by the Pharmaceutical Society of Great Britain for the 
benefit of their members and wives or husbands. The 
structure is a fine example of the smaller type of English 
country mansion, built of stone about 55 years ago, standing 
in its own grounds in a country district of Derbyshire. 
Various rooms have been adopted by branches of the 
Pharmaceutical Society, who have raised funds from their 
members to defray the cost of furnishings. Other branches 
give separate items of equipment, both for the house and 
for the grounds. It is under the supervision of a lady 
warden, and the charges are nominal—1I4 guineas per week. 

There are various other bodies who possess convalescent 
homes for the benefit of their members. Why should we be 
the exception ? What greater pleasure and comfort could 
we have than the knowledge that we might, should the occa- 
sion arise, be restored to health in our own establishment. 
and amidst the company of our colleagues? There must 
be several buildings in the kingdom one or more of which 
could be capable of adaptation for use as a convalescent 
home. With wide support of this laudable object, the 
purchase price and cost of maintenance should be within the 
profession's capacity. 

I sincerely trust that the idea of a convalescent home 
owned and conducted by and for the benefit of members of 
the medical profession will not be allowed to lapse, and that 
~ Council will in due course bring this project into being. — 

am, etc., 


Kilburn, N.W.6 Joe. GREEN. 


Medical Auxiliaries 


Sirn,—I read (Supplement, July 14, p. 47) that at the 
A.R.M. a motion was carried welcoming the proposed 
statutory registration of medical auxiliaries provided that 
(1) the medical profession maintains some control of the 
training standards to be aimed at and general ethical con- 
duct, and (2) that the medical auxiliaries retain their present 
description and are not given independent status as belong- 
ing to professions associated with medicine. I was not 
present at the A.R.M. and do not therefore know anything 
of the discussion which took place. The following points 
may have been ventilated, but, even if they were, will not be 
known to the profession at large. 

Medical auxiliaries include very diverse types, some of 
whom, like laboratory workers, do not “ practise.” They 
investigate and test but do not treat—that is, they have no 
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personal responsibility to patients. Others, such as the 
chiropodist, are practitioners in their own right. They treat 
and have a personal responsibility for their patients. Some 
practise in clinics and hospitals; some are private practi- 
tioners with their own surgeries; others do both. By the 
very nature of their work they cannot be o:her than “ inde- 
pendent.” The terms of the second part of the motion as 
applied to them make nonsense. Their training has long been 
“controlled ” by the medical profession. Their practice is 
something that medical men refuse to touch (one might add 
it is something that most medical men know little about). 
Their practice deals direct with their patients. We cannot 
possibly deny them professional status. They have it 
already. The Association must think again. It has spon- 
sored them in the past. It must support them again.— 
I am, etc., 


Salford, 3 W. SaYLe-CREER. 


Naming the Doctor 


The Star, and perhaps other national newspapers. 
continually advocates that the names of doctors penalized 
for breach of the terms of service should be made public, 
the reason given being that it would be doing justice to the 
very large majority of doctors who are not guilty of any 
such breach and who may be suspected by their patients as 
possibly being the unnamed “ Dr. X.” 

I do not consider this to be a reasonable reason for making 
the names of the very few guilty doctors public. In the 
first place, I do not think that patients would have it in 
their mind that their own doctor may be the “Dr. X.” 
Putting myself in the position of a patient, | cannot imagine 
myself for a moment thinking that my doctor may be the 
“Dr. X." Secondly, “ Dr. X.” if his name is made public, 
after paying fully the penalty imposed upon him, is in real 
danger of losing very many of his patients—in fact, his 
livelihood—nearly as much as if he had been struck off the 
Register. Such a terrible punishment would be, of course. 
most unfair, and such as was, of course, never intended 
should be imposed. A doctor who has a sum of money 
deducted from him as a penalty would in all probability 
never again, having learned his lesson, be guilty of a breach 
of the terms of service, and thus continue to be a valuable 
member of the medical profession, whereas publicity of his 
name would most likely ruin his practice. 

I fear that, with some of the press continually advocating 
the publicizing of “ Dr. X,” public opinion may in time be 
so unjustifiably swayed as to bring about by an Act or 
otherwise the naming of doctors who are penalized for a 
breach of the terms of service. [I therefore feel that the 
advocacy of the press, which is continual and persistent. 
should be answered by the British Medical Association by 
direct approach to the editors of such newspapers.—I am, 
etc., 


London, N.W.1 M. D. Ripka. 


Association Notices 


Diary of Central Meetings 
SEPTEMBER 
20 Thurs. G.M.S. Committee, 10.30 a.m. 


Branch and Division Meetings to be Held 
NorrinGHaM BrancH.—At E.N.T Department, Nottingham 
General Hospital, Thursday, August 16, 8.30 p.m., meeting. Talk 
by Mr. E. J. G. Glass: “ The Problems of Deafness in Practice.” 


Meetings of Branches and Divisions 


SoutH STAFFORDSHIRE DIvistoNn 

The annual general meeting was held on May 29, 1956, in the 
executive council office, Wolverhampton. Mr. R. L. Benison 
took the chair and 28 members were present. The following 
officers were elected : 

Chairman.—Dr. S. A. Scott. 

Vice-chairman.—Mr. R. L. Benison 

Honorary Secretary and Treasurer —Dr. L. C. Rutter. 

Honorary Assistant Secretary.—Dr. H. R. pman. 


Aua. 1956 
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CITROZE 


crTroze is a triple strength glucose drink made ; INGREDIENTS: 
with pure glucose and flavoured with whole 

fresh lemons. Because Citroze is a concentrate, 30°, Dextrose 

it cuts down health drink expenses. A 26 fi. oz. 

bottle costs only 3/6 and makes four pints of monohydrate, sugar, 
ready-to-drink Citroze which complies with lemon juice, 

the regulations for a dextrose beverage. For an citric acid and 
easily prepared hot toddy Citroze can also be 

diluted with hot water. benzoic acid 


PROPRIETORS: 0. R. GROVES LTD., 2 JERMYN ST., LONDON, 8.W.1. 


Availability of 
Vitamins in Yeast 


Deficiencies of single factors of the Vitamin B 
Group do not occur. Accordingly, even if a defi- 
ciency condition appears to result from the lack 
of an individual factor of the group and it is 
considered necessary to give intensive treatment 
with this factor, the entire Vitamin B complex should 
always be administered concurrently. 

It is, however, extremely important, in view ol 
Suggestions in recent publications, that the vehicle 
selected as a source of the entire B Complex does 
not withhold its vitamin content from the patient. 

Human experiments show that the rich, natural vitamin 
potency of Aluzyme is totally available to the human system. 

@ Aluzyme is not advertised to the public and may 
be prescribed on Form E.C.10 


ALLUZYME 


NON-AUTOLYSED YEAST 
with completely available Vitamins 


Have you had your free copy of * The Therapeutic and 
Nutritional Value of Brewers’ Yeast” 


Professional Samples and Prices on request from 


ALUZYME PRODUCTS 


unwholesome 
ingredients 
whatever” 


declared the Guinness brothers in 1814 


From the very first, only barley, hops and yeast 
have been used in the brewing of Guinness. In 
1814 the founder’s three sons made a declaration 
on oath, before the Lord Mayor of Dublin, to 
that effect. And it has been true ever since. 

Just those three wholesome ingredients. 
Nothing else. And no fancy processes either. 
Guinness is natural through and through. The 
creamy head, the clean invigorating taste, the 
rich dark colour, all come from barley, hops 
and yeast. And so does the goodness. 


GUINNESS 


IS GOOD FOR YOU 


PARK ROYAL ROAD, LONDON, N.W.10 
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“Im actually enjoying this soft diet, doctor!” 


A REALLY INVITING SOFT DIET MENU! 
Egg poached in Heinz Strained Tomato Soup to 
begin with. And for the second course, Heinz 
Strained Apricots set into a mould with gelatine. 
—— to make the most finicky patient’s mouth 
water 


AuaG. Il, 


Few patients like the idea of a soft 
diet. But you'll find they do cheer up 
and take an interest when you tell them 
about Heinz Strained Foods. 


These ready-to-serve, appetizing 
foods contain no spices or strong- 
flavoured seasonings. They are just 
freshly gathered fruits and vegetables, 
and choice meats, cooked to retain 
the maximum flavour and nutritional 
values. In fact the scientific care that 
goes into them makes them better than 
most home-prepared diets. The exact 
nutritional values of each variety of 
Heinz Strained Foods are set out in a 
special booklet. Please write for a free 
copy. 

Here are 19 varieties from which 
Soft Diets can be planned : 


Beef Broth with Beef and Barley 
Beef and Liver Soup 
Bone and Vegetable Broth 
Chicken Broth with 

Vegetables and Cereal 
Tomato Soup - Vegetable Soup 
Beetroot - Carrots - Green Beans 
Peas - Creamed Spinach - Apples 
Apple, Prune and Custard 
Egg Custard with Rice 
Plums with Semolina 
Prunes with Cereal 
Creamed Cereal 
Apricots with Rice 
Chocolate Pudding 


For hospital use, Heinz Strained Foods 
are obtainable from the usual suppliers, 
or direct from H. J. Heinz Company 
Ltd., Harlesden, London N.W.10. 


“HEINZ 


Strained Foods 


make a soft diet interesting 
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TRADE MARK 


for anxiety neuroses and states of tension 


} | er is the new tranquilliser and muscle relaxant, now 
manufactured in Great Britain by I.C.1., for use by the medical . 
profession. 

The outstanding virtue of ‘Mepavlon’ is its ability to relieve 
mental and muscular tension without dulling consciousness: it 
calms the nervous patient affected with anxiety, restlessness and 
irritability, it stabilises the emotions, relaxes muscular tension, and 
in cases of nervous insomnia it induces natural sleep. The drug 
has no action on the autonomic system and in addition it has a low 
toxicity ; side effects are rare and of a minor character. 

‘Mepavion’ thus represents an important advance on other 
tranquillisers and sedatives, and there is now adequate clinical 
evidence that it can provide a most valuable contribution to the 
treatment of anxiety neuroses, states of tension, and various 
neurological and muscular disorders. 

Fully active by mouth, ‘Mepavlon’ is presented in tablets, each 
400 mgm. in containers of 30 (a week’s full treatment), and a 


fic dispensing pack of 250. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
A subsidiary company of Imperial Chemical Industries Limited FULSHAW HALL, CHESHIRE 
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Graph to show the effects of Adrenoxyl on capillary resistance and bleeding-time 


A eapillary haemostatic 


for surgical and 


medical conditions 


Does not affect coagulation, has 


Research directed at discovering a substance 
which provides capillary haemostasis without 
causing any undesirable side-effects has led to the 
development of Adrenoxyl. 

ADRENOXYL reduces the mean bleeding-time 
by decreasing the permeability and increasing the 
contractility and resistance of the capillary wall. 
Clinical work has demonstrated its effectiveness in 
diminishing blood loss. 

ADRENOXYL does not affect blood coagula- 
tion, blood pressure or pulse rate, and in fact does 
not possess any sympathomimetic properties. 
There are no contra-indications to its use. 
ADRENOXYL is indicated in the preventive 
and curative treatment of all types of capillary 
bleeding. Reports have been received of the 
favourable results obtained in ear, nose and throat, 
ophthalmic and plastic surgery, and a considerable 


no sympathomimetic properties 


amount of interest has been shown in the product 
by surgeons practising in all fields of their science. 
ADRENOXYL, in addition to its use in surgery, 
is being prescribed for medical conditions associ- 
ated with capillary fragility. 

ADRENOXYL may be administered by mouth 
and by subcutaneous or intramuscular injection. 
The best results are obtained when both injections 
and oral administration are used. 


Ampoules—Boxes of 6 and boxes of 50. Each 
ampoule contains 0.75 mg. of adrenochrome 
monosemicarbazone dihydrate. 

Tablets—Tubes of 25 and bottles of 500. Each 
tablet contains 2.5 mg. of adrenochrome 
monosemicarbazone dihydrate. 


ADRENOXYL may be prescribed on E.C.10. 
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a new g tranquilliser 
that places g a barrier between 


emotions and g circumstances 


Patients suffering from psychoneuroses 
report that administration of LUCIDIL 
appeared to place a barrier between them 
and their external influences. They felt that 
even their problems had a solution. They 
became more sociable, more relaxed and better fitted Contra-indications, L UC1D1L should be 
for psychotherapy, and were at the same time enabled used with discrimination, and is unlikely to 

: 1 "ee be of value in some conditions. It should 
to pursue their normal activities. not be used in manic-depressive psychoses, 
paranoid-compulsive or hysterical states. 
Endogenous depression does not respond 
to the drug. Frank psychosis is an 
absolute contra-indication. 
Dosage. Normally, LUCIDIL is given in a 
dose of 1 or 2 mg. three or four times a day. The 
dose can be increased to 3 mg. if after a week or 
80 a satisfactory response is not obtained. 
Availability. L uc1D1L is available in 
sugar-coated tablets of 1 mg. in containers 
of 100 tablets. 
LUCIDIL may be helpful in the treatment of psycho- Literature and clinical samples will 
somatic disorders such as psychogenic asthma and gladly be sent to members of the medical 


i 
dermatitis, and in compulsive alcoholism. 3 profession on request. 


LUCIDIL is benactyzine hydrochloride, a tranquillising 
agent with a specific action on the central nervous system. 


LUCIDIL has no sedative or hypnotic effect, but its 
therapeutic action may help to pave the way to normal 
sleep by curbing chaotic thoughts. LUCIDIL does not 
cause addiction. A sense of well-being is commonly 
reported by patients taking the drug, but no extremes 
of behaviour have been observed. 


SMITH & NEPHEW LIMITED WELWYN GARDEN CITY - HERTS 
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For over-acidity prescribe 


VICHY 


CELESTING 


WORLD-FAMOUS FRENCH SPA WATER 


Bottled as it flows from the Spring 


Holding an undisputed place in the 
therapeutics of rheumatism and 
arthritis, as well as in disorders of 
the digestive and urinary tract, 
Vichy-Celestins is invaluable to 


sufferers from these ailments. 


fe Sole Agents in the United Kingdom 
INGRAM & ROYLE LTD. 
50 Manchester Street, London, W.! 
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| JOURNAL OF NEUROLOGY, 
NEUROSURGERY AND 
| PSYCHIATRY 


August, 1956. Vol. 19, No. 3 


DIFFUSE DEGENERATION OF THE CEREBRAI 
WHITE MATTER IN SEVERE DEMENTIA 
FOLLOWING HEAD INJURY. Sabina J. Strich 

RETINAL DEGENERATION IN HEREDITARY 

ATAXIA, A. Bijdrk, U. Lindblom, and L. Wadensten 

| PAROXYSMAL DYSPHASIA AND THE PROBLEM 
OF CEREBRAL DOMINANCE. H. Hecaen and 
Malcolm Piercy 

| JHE PROLONGED AND DISTANT EFFECTS OF 

EXPERIMENTAL BRAIN INJURY ON CEREBRAL 
BLOOD VESSELS AS DEMONSTRATED BY 
RADIO-ACTIVE INDICATORS. James B. Brierley 

MULTILOCULAR ENCEPHALOMALACIA. 

W. Kramer 

THE PATHOLOGICAL EFFECTS OF CEREBRAL 
ARTERIOGRAPHY. 7. Crawford 

ELECTROPHORESIS OF SERA IN MULTIPLE 
SCLEROSIS AND OTHER NEUROLOGICAL 
DISEASES. Elizabeth M. Press 

BENIGN CONGENITAL MYOPATHY WITH MYAS- 
THENIC FEATURE. John N. Walton, Norman 
Geschwind, and J. A. Simpson 

A CONTROLLED CLINICAL STUDY OF CHLOR- 
PROMAZINE AND RESERPINE IN CHRONIC 
SCHIZOPHRENIA. Michael Shepherd and David C. 


Watt 
BOOK REVIEWS 


Yearly Subscription (4 Numbers) £2 2s. U.S.A. $7.00. 
Single Numbers 12s. 6d. 


From the Publishing Manager, B.M.A. House, 
Tavistock Square, London, W.C.1 


Throughout the Country 


FAILING LACTATION 


continues to be replaced by 


SUCCESSFUL BREAST FEEDING 


with the aid of 


ACTAGOL 


THE GALACTAGOGUE 


Samples are always available for clinical trial 
Lactago! Ltd., 425, London Road, Mitcham, Surrey 


FINANCE 


for the acquisition by 


PAYMENTS OUT-OF-INCOME 


of 


SURGERY AND OTHER FURNITURE, SURGICAL 
INSTRUMENTS, MEDICAL TEXT BOOKS, X-RAY 
APPARATUS, MOTOR CARS 


The above list is illustrative only. Under its equipment 
Purchase Plan, the company is prepared to assist doctors to 
acquire ANY article and spread the cost over a period. 


BRITISH MEDICAL FINANCE LTD. 
Tavistock House South, Tavistock Square, London, W.C.! 


After consistently 
paying we now 
advance to 


TAX FREE 
INTEREST 
° (equal to 7% gross) 


Over a great period oftimeall no costs or charges whatever 

Investors have enjoyed aBso- in either making or withdraw- 

LUTE SECURITY, DAY TO DAY ing their investments 

INTEREST, IMMEDIATE WITH- New Investments can now be 

DRAWAL FACILITIES, and incur accepted from £5 to £5,000. 
Write for tree brochure *Safe Investments’ (Dept. 17) 


THE LION BUILDING SOCIETY Siistenunsr: Ken 


T 
5 


SPECIALIST JOURNALS 


ANNALS OF THE RHEUMATIC DISEASES 
BRITISH HEART JOURNAL 
BRITISH JOURNAL OF INDUSTRIAL MEDICINE 

BRITISH JOURNAL OF PREVENTIVE AND SOCIAL MEDICINE 
BRITISH JOURNAL OF VENEREAL DISEASES 


JOURNAL OF CLINICAL PATHOLOGY 
JOURNAL OF NEUROLOGY, NEUROSURGERY AND PSYCHIATRY 
MEDICAL AND BIOLOGICAL ILLUSTRATION 


THORAX 
Quarterly. Annual Subscription, £2 2s. each. 
OF DISEASE IN CHILDHOOD 
Bi-monthly. Annual Subscription, £3 34 
BRITISH JOURNAL OF PHARMACOLOGY AND CHEMOTHERAPY 
QYuarterly Annual Subscription, £4 4s. 


BRITISH JOURNAL OF OPHTHALMOLOGY 
Monthly. Annual Subscription, £4 44 


OPHTHALMIC LITERATURE 
Siz baswes and indes yearly Annual Subscription, 04 
Combined mbscription with British Journal of Ophthalmology, &7 Ts 


BRITISH MEDICAL ASSOCIATION 
B.M.A. House, Tavistock Square, London, W.C.1 
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APPOINTMENTS CLASSIFICATION 
Applicants should state name, address, age, nationality, qualifications, and enclose and order of appearance 
(unless otherwise specified) one copy each of 3 recent y& testimonials with short 
statement of experience and appointments held. Practices 
Applications should be sent at once if no closing date is giver. — meses 
Canvassing in any form will disqualify. suistantsnips 
Trainee General Practitioners 
WSERVICE MEMBERS may have difficulty in supplying recent Loc 
testimonials, but this should not deter them ram applyin “Me 
A fully registered medical practitioner who is liable for National Service must obtain deferment rc 
of recruitment in writing from the Central Medical Recruitment Committee or (in Scotland) APPOINTMENTS 
the Scottish Central Medical Recruitment Committee before accepting any civilian appointment including pre-registration 
The position of provisionally registered medical practitioners who are liable for National ender appraprinte spectatty Readings, as Fi a 
Servies has been made clear in a notice sent to them by the Ministry of Labour and National Anaesthetics Ophthalmology < ea 
ervice. . 
= ini = asualty Orthopaedics 
SALARY SCALES OF JUNIOR GRADES OF HOSPITAL MEDICAL STAFF Chest and Tb. Paediatrics 
Registrar Grades, Whole-time Dental Pathology 
(a) REGISTRAR: Posts obtained normally not less than two years after registration as a Dermatology Physical Medicine Be 
medical practitioner and held normally for two years: £850 per annum in the first year; £965 per E.N.T. y 
+ annum in the second and any subsequent years Geriatric: Plastic Surgery ‘ 
(6) SENIOR REGISTRAR » Posis obtained normally not less than four years after registration Infecti a Diseases Psychiatry ‘ 
as a medical practitioner and held normally for four years; £1,100 per annum in the first year; ectious Radiol 
| £1,200 per annum in the second year; £1,300 per annum in the third year; £1,400 per annum Medicine ORY 
in any subsequent years. | Neurology Radiotherapy r 
Other Grades, Whole-time Neurosurgery Surgery 
medical £425 for the fii held ass : 
' rovisionaliy registered medical practitioners per annum for t rst post ; nae J c 
£475 per annum for the second and all subsequent posts held; Gy cology ee 6 nati oe i 
ollow order : 
provided that the employing authority (subjec: in the case of a Hospital Management Commitice Consultants, SHM.O-, Registrars, 5 
to the consent of the Regional Hospital Board) shall have discretion to determine that the remun- Clinical Assistants, 3.H.M.O.s, Senior ‘4 
eration of any officer holding his first post in the National Health Service as a House Officer Howse Officers. House Officers, Pre . 
shall be £475 per annum if they are satisfied that the officer has held at least one hospital post registrations 
outside, of not less than six months’ duration, involving clinical responsibilities equivalent to ema es > 
those of house posts in the National Health Service and supervised by appropriate specialist staff Public Health Pharmacists, etc. be 
i (ii) Fully registered medical practitioners: £525 per annum for any post held; Industrial Rec . ' 
provided that in exceptional circumstances, subject to the consent of the Minister, this rate may Republic of Ireland eptionists, ote i 
be exceeded by up to £50 per annum where a post cannot be filled otherwise. | 0 P Consulting Rooms, etc. : 
In each case under sub-sections (i) and (ii) above, a deduction of £125 per annum in respect pversea Nursing Homes f 
of board and lodging and other services provided shall be made and each post shall be tenable | University and for Sale 
for six months. | Research A 
(6) SENIOR HOUSE OFFICER: Posts obtained normally not less than one year (in | Personal ccommodation F 
Scotland, two years) after registration as a medical practitioner and normally held for one year Notices Hotels ¢: 
| only: £745 per annum. } 4 i 
| (&) JUNIOR HOSPITAL MEDICAL OFFICER: Officers who have held house appoint- Educational and Milecel 
ments but who are not Registrars and who have less responsibility than other hospital officers | Lectures Homes 
of non-consultant status: £775 (for an officer appointed not less than one year after full registration | Situations (Non-med.) | Agents ni . 
as a medical practitioner) by £50 to £1,075 per annum Rates are shown on the Inside Back Cover F 
ALL NATIONAL HEALTH SERVICE HOSPITAL APPOINTMENTS ARE MEMBERS ABROAD. Copies of vacancies 7 
IN ACCORDANCE \\ If H THE TERMS AND CONDITIONS OF SERVICE | Ge be com 
OF HOSPITAL MEDICAL STAFF covers up to three separate headings: additional 3 
Those intending to apply for resident appointments in the Registrar grades are recommended to | headings Is. cach. , F e 
make inquiries with regard to the deductions proposed for board and lodging at the time of | Please state type of vacancy and remit to the f 
submitting their applications, where this is not stated in the advertisement. 25/1198 Advertisement Director, B.M.J i 
(2 


iG i ASSISTANTSHIPS VACANT 
PRACTICES (Executive Councils) Vacancy: LANGDON HILLS, Besides, Esses i 
or vacanc (except those in Scotland) apply on (Urban). List at presem approximately 2,000, Resi- a 
Form E.C.16A, obtainable from the Executive | dential and surgery accommodation wil] be avail- mp Ay yy thank all applicants. 2 
Council. Mark envelope ~* Vacancy.” able by purchase. Apply on Form E.C.16A by first Wanted, Assistant, no view, 20 midwifery. Car ‘ 
post on August 24, 1956. to the undersigned.—E veser. Galery £1,600. plus £150 car silowence.- { 
Bergdahi!, Clerk of the Council, Executive and 56 Binley Road 
GREAT YARMOUTH, Norfotk Council, 131/3, Fillebrook Road, Leytonstone, 
Et Wanted, Assistant, South-West Midland town. ; 
Applications invited for vacancy. chiefly wrtea. Mixed genera! practice ; own car essential. £1,000 a ae 
List at present 2,080. Surgery accommodation avail plus £100 car allowance.-Box A.1252, B.MJ Fi 
able and possibly residcace. Apply on Form PRACTICES (Offered) Wanted. Male Assistant (Protestant), rsbi ee 
before August 25, 1956. to Ge une Home Counties. Car owner. Obstetric experience 
‘iened.--W. J. Hall, Clerk to the Great Yarmouth | COUNTRY PRACTICE WITH RESIDENCE FOR ‘Box A.1258. BMJ — 
Executive Council, 17, South Quay. — sale in Co. Westmeath, Ireland.—Box PR.1262. Wanted. Single male resident Assistant, easily e 
mouth. ~ B.M.J. run practice. Morden. Salary £950 including £200 § 
car allowance.—Box A.1266, B.MJ ; 
KIRKBY ESTATE. Near Liverpool ired f 
requ ‘lor London suburb. Married. 
Applications invited io. a vacancy in the West PRACTICES (Exchange) yy ie House provided. Salary £1,000.—Box p 
vale area of the Kirkby Housing Estate ere is Deties. North Loa- 
no list but the successful applicant will be granted DERBYSHIRE /CHESHIRE BORDER. SINGLE- | Good remuneration 
the Initial Practice Allowance, if cligibiec The handed. N.H.S. 2,200. Income £2,350. House for G.P. experience essential ‘Phone: TUD 0203 eh 
Housing Authority has so far erected “ > sale. Requires similar —— or Partnership any- Practice in South-Ea:t Lancashire town 
in this area of the Estate. The number expect where.—Box PR.1251. B. . young single Assistant for two years during the 
to be comateted by the end of + Ag absence of Junior Partner on National Service m 
is already one doctor practising | Ss portic 2 Salary £850 per annum plus £150 car allowance : 
the PRACTICES (Wanted) Accommodation available.—Box A.1275, B.M.J. 
the successiw cant Woman Assistant wanted, Lancashire coast 
Form E.C. 16A before August 25. 1956, | GRADUATE, 44. F.R.C.P.L, | State experience, age.—Box A.1168, B.M.J. ie 
Box _PR.1263. BMJ ASSISTANTS AVAILABLE 
SILLOTH, Cumbertend Wanted, Assistantship, with early view. T —_— 
Applications are invited for vacancy (Mixed SHIPS SURGEONS 
Urban and Rural) owing to resignation of practi- (See also OVERSEA) ee car. : ; 
tioner. List at present date approximately 2.18 A.77. 
ermed . SHIPS SURGEON REQUIRED FOR LARGE Assistantship (view desirable), M.B., B.S. 
= | passenger liner Bermuda—South America —Arthur bay, M.R.C.P.Ed.. Pakistani. 39, married. Car 
to Cumberland Executive | Shaw, Medical Agent, Premier Buildings, 88. | Hospital experience in U.K. G.P. experienc 
(6827) ' Church Street, Liverpooi. 1 abroad.--Box A.1259. B.MJ. 
7, Chatsworth Square. Carlisle 2 


Assistants Available—contd. 


Assistantship (view desirable), 33, 
marred. car owner Hospital experience Trainee 
sup. Box A.1264, BMJ 


Evening surgeries offered, Central Leadon, by 
and wiflc 


Postgraduate Accommodation for scif 
equired Box A.1265. BMJ 
B.S.. age 31, 7 years’ wide experience, 
mostly hospital Ex-G Principal. Temperament 
ally unsuited 1 automation in gencral practice 
secks kindred spirit with eventual view partner- 
ship. Car No capital.-Box A.1253, BMJ 
IRAINEE GENERAL 
PRACTITIONERS (Vacant) 
Applications invited, mate or female. pleasant 
suburban (Middiesex) practice. —Box T1254, B.MJ 


male or female, pleasant North Loadoe 


Trainee. 

suburb, for September Live out. Car necessary 

Box 1.1227, BMJ 

Trainee, single. Car owner and post sational 
service preferred Busy partnership, picasant 
Midiand town. References please. Excellem op- 
portunity. Box 7.1159. BM 

Trainee wanted October. Rural dispensing 
practice, Coast. Salary £775. car £150. Live 
out. Ample study time.—-Box T.1152, BMJ 


LOCUMS (Vacant) 


Wanted, experienced Locum with car, partner- 


ship practice, one pertner remaining, receptionist 
Aueust 18 to September 19.--Drs. Heard and 
Murphy, Milton, Staffs 

Wanted, Lady Lecum, from October for three 
months. No midwifery.—-Box L.1255, B.MJ 


iecum urgently required for partnership practice 
for three months or morc, duc to partner's ilincs 
Own car Fiat accommodation..-Dr. Fletcher. 
Workington, Cumberiand 
Male or Female, car owner, required from 
August 18, for three weeks. One partner away 
Doncaster 3128 
to act as Locum Tenens 
for short of long periods are invited to communi- 
cate with us Vacancies in all parts.—Percival 
Turner Medical Agency, 25, Maiden Lane, W.C.2 


Altoa, Hants, Lord Mayor Treloar Orthopaedic 
Hospital 


Required immediately 

locum ( Registrar 
for holiday duty probably three months ; post pro- 
vides experience in non-pulmonary tuberculosis and 


gencral orthopaedics Accommodation for single 

man sow-—-for marricd man iatcr possibly Visit 

to hospital welcomed Apply Secretary (6752) 
Amersham General Hospital 


Obstetric and Gyaaecological Department 


Surgeoa 
from August 27 Apply 
(6610) 


required for 2 weeks 


Secretary 
Bedford General Hespital (439 beds) 
Locum Anaesthetic Registrar 
required three months commencing September or 
shorter period. Salary £17 10s. per week. Applica- 
ions and testimonials, to Group Secretary, Bedford 


Group H.M.C., 3, Kimbolton Road. Bedford 
(6031) 


Black Notley Hospital, Braintree, Essex 
Lecum Registrar in Orthopaedic and Renal 
Tuberculosis 
required from October | to 28, 1956. Applications 


to the Group Secretary, Colchester H.M.C.. 14, 
Pope's Lance. Colchester, Exccx 


Creydoa Group Hospital Management Committee 
Locum Tenens Registrar (Obstetrics and 
Gynaecology) 

3 to 16 for duties mainly at 
Mayday Hospital (80 Obstetric and 47 Gynacco- 
logical Beds) and St. Mary's Maternity Hospital (33 
Obstetric Beds). Full particulars, giving qualifica- 
tions and experience, to G. A. Paines. Group 
Secretary Hospital Management Committee. 
Ceneral Hospital, Croydon (6615) 


Dartiord, The West Hill Hospital 


for period September 


Lecum Casualty Officer 
required from August 27, 1956, to September 2. 
1956. inclusive. Salary £14 10s. a week. Applica- 


~ 
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Essex County Hospital, Colchester 
Locum Radiologist 


(Consultant or Senior Hospital Medical Officer 
Grade) required from August 24 for 6 weeks, for 
duties at hospitals in the Colchester Group. Ap- 
plications to Group Secretary, Colchester H.M.C.. 
14. Pope's Lane, Colchester, Essex (6829) 


General Hospital (200 beds) 


Locum Tenens Orthopaedic Registrar 
required at General Hospita| for period October |! 
Applications in writing to 


to 13. 1956. inclusive 

G A. Paines, Group Secretary, Hospital Manage- 

ment Committee, General Hospital, London Road, 
(6298) 


Croydon 


Lancaster House Chest Clinic 


Locum Seaior Registrar 
required for four weeks commencing August 20 
Previous experience in chest work cssential Ac- 
commodation available if required Apply im 
mediately to the undersigned). C. Fieid, Sec- 
retary, Management Committee Offices, General 
Hospital, Rochford. Essex (6523) 


REPLIES TO BOX NUMBER 
ADVERTISEMENTS 
The names and addresses of advertisers 


using box numbers are held by us in strict 
confidence and cannot be disclosed. Appii- 


cations should be separately enclosed and 
clearly addressed : 
Box No 
British Journal. 
BM House 
Tavistock wel 
All communications are forwarded to 


advertisers under plain cover 


It is mot possible for this office to accept 
telephone messages for relay to advertisers. 


ouse, 


Lancaster Moor Hospital, Lancaster 
(Regional Mental Hospital) 


Locum Assistant Psychiatrist ($.H.M.0.) 
Locum S.H.M.O. required from August 1, 
for several weeks Previous psychiatric experience 


essential. Salary according to national scales and 
at present 314 guineas per week less residential 
charecs Accommodation for single person only 


Apply Medical Superintendent (6740) 


Lincoln, Couayy Hospital 


Lecum Caseaity Officer 
require@d for a period of approximately one month 


lavistock Square, London, W.C.1 
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St. Albans City Hospital, 
Normandy Road. St. "inane (384 beds) 


locum Tenens Surgical Registrar 
required for one of the two general surgical teams 


for the period September 10 to 30 inclusive Ap 
plications to the Secretary, Mid-Herts Group 
Hospital Management Committee. Bleak House 
Catherine Street, St. Albans (6601) 


St. Albans City Hospital, 
St. Albans, Herts (384 beds) 


Locum Tenens Casualty Officer 
required for the period September | to 16 inclusive 


Applications to Secretary, Mid-Herts Group 

Hospital Management Committee. fcak House 

Catherine Strect. St. Albans (6617 
hefficid Regional Hospital Board 


Locum for whote-time Consultant Anaecsthetist 
required for period September 8 to 29 for Grantham 
and Newark Hospitals Remuneration £50 of 
31) gms. per week according to status Apply to 
Secretary, Shefficid Regional Hospital Board. Olid 
Fulwood Road, Shefficid, naming two referees 

(6619) 


Slough. Uptes Hospital 


Locum Senior ‘Sureical Registrar 
required, August 27 to September 17. Applications 
with names of two referees, to Secretary (6281) 


Tilbury & South-East Essex Hospital Management 
Committee 


Tilbury & Riverside General Hospital 
Orsett Branch, Orsett. Essex 
Locum Required 
Medical Registrar, Resident. September 10 to 23 
1956. Applications to the Group Secretary. Thur 
rock Hospital. Grays, Essex (6611) 


West Herts Hospital, Hemel Hempstead, Herts 


Locum Casualty Officer (J.H.M.O.) 
required August 20 to September |. Applications 
giving full details. and two names for reference, 
should be sent to the Hospital Secretary at once 

(6737) 


West Herts & St. Paul's Hospitals, Hemet 
Hempstead, Herts 


Locum Anaesthetist, §.H.M.0. 
required Applications, giving two names 
reference. should be sent to the Secretary. 


for 
West 


Herts Hospital, Hemel Hempstead. as soon as 

possible (6174) 

Windsor Group Hospital Management Committee 
Uptoa Hospital. Slough 


from August 20, 1956. Salary in accordance with Lecum Anaesthetic Registrar 

the scale laid down for a Locum J1.H.M.O. Ap- required from August 25 to September 8 inclusive 

plications to be forwarded to Group Secretary Applications, with names of two referees, to 
(6297) Secretary (6616) 


and G d Hospital Management 
ommittee 


Lecum Obstetric & Gy Hogi 
Required at Ali Saints Hospital, Chatham, for 
period September 3 to December |. 1956. Salary 
£17 10s. per week. Apply. with full details, in- 
cluding names of two referees. to Group Sccretary. 
20. Star Hill. Rochester. Kent (6468) 


Newcastle Regional Board 
Winterton Hospital, Sedgefield 
Locum Tenens Psychiatrist (S.H.M.O.) 


whole-time for two three months. Applications. 
with names and addresses of three referees, to 


Regional Psychiatrist, Walker Gate Hospital, Ben- 
ficid Road. Newcastic-upon-Tync, 6, immediately 
(6618) 


County Hospital 
Eariswood Common, Redhill, Surrey 


Lecum Anaesthetic Reg'strar 
Required for two weeks from September 3. Singic 
accommodation provided. salary £17 10s. per week 
Apply Group Sceretary, Redhill H.M.C.. Ear!swood 
Mount, Pendicton Road, Redhill. (Redhill 3581 
Ext. 20.) (6620) 


LOCUMS (Available) 


if necessary. —Box 1.1269. B.M 

Doctor, Hospital and G.P. -- free early 
September. available Locums. Car owner —Box 
L.1274 


SITUATIONS (Vacant) 
Dr. Barnardo's Homes 


Two Women Medical Officer. 
required as follows: (a) Attached to Headquarters 
staff. Chicf duties visiting and inspection of branch 
homes and supervision of foster children’s medical 
records. (b) House Officer at the Australasian 
Hospital and Village Home. Barkingside. Salary 
scale £750 to £1,150. Posts vacant October | For 
further details apply to Chief Medical Officer. 18 
Stepney Causeway. London, E.1. (6806) 


APPOINTMENTS 
ANAESTHETICS 


Rochford. Essex, General Hospital 


Locum Surgical R 
required from September | to 16, 1956. Post resi- 


tions, with full particulars, to be sent to the Surgcon dent and married accommodation available if 
Superintendent, The West Hill Hospital, Dartford required. Applications, ctc.. to the undersigned 
Kent (6621) as soon as powible--J. C. Field. Secretary. (6410) 
Enfield Group Hospital Management ( ommitice Royal Sussex County Hospital, Brighton 


Chase Farm Hospital, Enfield 


ecum Senior House Officer 
required duties, October I to 14. 1956 
on Mon- 


Nomresident. Hours 9 a.m. to 5.30 p.m 
@ay to Friday. 9 am. to | p.m. Saturday. Ap- 
(6744) 


plications to Group Secretary 


Locum Senior Registrar in General | 
required from September 17 to 30, inclusive. 
Plications, stating previous posts held, etc., 
names of two referees, to be sent immediately to 
Group Secretary, Brighton & Lewes Hospital 
Management Committee. Royal Sussex County 
Hospital, Eastern Road. Brighton, 7. (6738) 


EASTERN REGIONAL HOSPITAL BOARD. 
Scottand 


Anaesthetics 

Stracathro Hespital, Brechin. 
Acoteions are invited for the whole-time post of 

ANAESTHETIST (CONSU LTANT) 
near Brechin (a gencral 
hospital of 676 beds) and Brechin Infirmary (a 
hospital of 106 beds. 50 general) Salary and con- 
ditions of service im accordance with National 
Agreement. Further particulars and forms of appli- 
from the Secretary to the Board. 43 
with whom applications 


must be lodged not later than September 1. 1956 
(6872) 


Angus 


at Hospital. 
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Anaesthetics—(contd.) 
SOUTH-WESTERN REGIONAL HOSPITAL 
BOARD 


Bristot Clinical Area 
Applications are invited for the appointment of a 
SULTANT ANAESTHETIST 
to the Bristol Clinical Area. The appointment will 
be held on a part-time basis (2 sessions). The 
successful candidate will work mainly at Southmead 
Hospital. Bristol, but may be required w visit 
other bospitals in the clinical area as determined 
by the Regional Board from time to time. Tweive 
copies of applications, stating date of birth. quali- 
fications and experience, together with the names 
and addresses of two referees, should be sent to 
the Secretary of the Regional Hospital Board, 27, 
Tyndalis Park Road, Bristol, 8 not later than 
August 31, 1956. (6799) 


ST. THOMAS’ HOSPITAL, London, 5.E.1 


SENTOR REGISTRAR 
to the Department of Anaesthetics © 
For a period of one year in the first instance 
Whole-time. Applications, naming two referees, to 
the Cierk of the Governors by August 31, 1956 
(6492) 


THE NATIONAL HOSPITALS FOR NERVOUS 
DISEASES 


APPOINTMENT OF ANAESTHETIC 
REGISTRAR 
Applications are invited from registered medical 
practitioners for the appointment of Anaesthetic 
Registrar (resident). This post carries the grade of 
Registrar. Applications, giving the names of three 
referees, t© be sent to the undersigned, not later 
than August 27, 1956.—H Ewart Mitchell, 
Secretary to the Board of Governors, The National 
Hospitals for Nervous Diseases, Queen Square. 
London, W.C.1 (6727) 
UNIVERSITY COLLEGE HOSPITAL 
Gower Street, W.C.1 


Applications are invited for the post of 
RESIDENT ASSISTANT — 
REGISTRAR (graded §. 
for six months from September 1, — Applica- 
tions, with names of two referees, to Administrator 
and Secretary, by August 18, 1956. (6734) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Applications invited for the post of 
REGISTRAR IN ANAESTHETICS 
The main duties will be with the Stockport and 
Buxton H.M.C.. with some duties in the Maccies- 
field and District H.M.C. Group. The post is 
recognized for the D.A. and F.F.A.R.CS.. and 
would suit a candidate wishing to study for higher 
qualification. Applications, stating age. qualifica- 
tions, and experience, together with copies of two 
testimonials, to be addressed to the Secretary, 
Stockport and Buxton H.M.C.. 59B, Shaw Heath. 
Stockport (6414) 


NEWCASTLE REGIONAL HOSPITAL BOARD 
North-West Durham Hospital Management 
Committee 


REGISTRAR ANAESTHETIST 
whole-time, resident. Single accommodation avail- 
able Post recognized for F.F.A. and DA 
examinations. Applications, with names and 
addresses of three referees, to be forwarded to 
Senior Administrative Medical Officer, Newcastle 
Regional Hospital Board, Walker Gate Hospital. 
Benfield Road, Newcastle-upon-Tyne, 6, within 14 
days (6623) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


a Hospital (324 beds) 
the D.A. and F.F.A.R.C.S.) 


WHOLE-TIME RESIDENT REGISTRAR 
(Anaesthetics) 
with additional duties when required at other 
hospitals in the group. Experience in all types of 
anaesthesia, except for meuro-surgery, can be 
obtained in this group of hospitals. Appointment 
for one year in first instance. Apply to Secretary. 
Shefficld Regional Hospital Board, Old Fulwood 
Road, Shefficid. by August 20, 1956, giving age, 
nationality, qualifications, present and previous 
appointments (with dates) naming three oo 


SOUTH-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


IMPORTANT NOTICE 
APPOINTMENTS 
Medica! practitioners are requested 
not to apply 


for any appointment specified in this 
notice or for any appointment under an 
authority referred to in this notice with- 
out first communicating with the Secre- 
tary of the British Medical Association, 
B.M.A. House, Tavistock Square, 
London, W.C.1, or in the case of the Irish 
appointment, with the Medical Secretary 
of the Irish Medical Association, 10, 
Fitzwilliam Place, Dublin, or in the case 
of the South African appointment, with 
the Medical Secretary of the Medical 
Association of South Africa, 35, Wale 
Street, Capetown, to learn the views of 
the Association regarding the terms and 
conditions of service pertaining to the 
appointment : 


COUNTY BOROUGH OF MIDDLESBROUGH 


REPUBLIC OF IRELAND, 
PORTIUNCULA HOSPITAL, 
BALLINASLOE, CO. GALWAY 
Visiting Staff. 


GOVERNMENT OF CYPRUS 
MINES BENEFIT SOCIETY, 


JOHANNESBURG. 
App of U 
By Order of the Council, 
A. MACRAE, 
August 7, 1956. Secretary. 


MAIDENHEAD (near), CANADIAN RED CROSS 
MEMORIAL HOSPITAL, Taplow 


RESIDENT ANAESTHETIC 
required. Post recognized for F.A.R.C.S. Ap- 
plication forms obtainable from, a returnable to, 
Secretary, Windsor Group H.M.C., Alma Road, 
Windsor, by August 24. (6605) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following ap- 
pointment, which will be for one year in the 
instance 

SENIOR REGISTRAR in Anaesthetics 
based at Lgw Hospital, Carluke. Applications 
(12 copies), stating date of birth, qualifications. 
experience, present appointments. and the names 
of three referees, to reach the Secretary Western 
Regional Hospital Board, 64, West Regent Strect, 
Glasgow, C.2, by August 25, 1956. These appoint- 
ments are subject to the National Health Service 
(Scotland) (Super jon) Regul (6832) 


SOUTH SHIELDS DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


RESIDENT ANAESTHETIST 
U.H.M.O. of S.H.O. Grade, according to 
experience) 
required for duty within group, but principally at 
Ingham infirmary and Genera! Hospital, South 
Shicids Hospitals im group recognized for 
F.F.A.R.C.S. and local facilities available for post- 
graduate duty Married or single accommodation 
available Applications to Group Secretary. 
Ingham Infirmary, South Shields (6510) 


DULWICH HOSPITAL 
East Dulwich Grove, Loadoa, §.E.22 


Applications invited for appointment as 
SENIOR HOUSE OFFICER (Anaesthetist) 
Vacant from September 17. 1956. Recognized for 
F.F.A.R.CS. and D.A.; the hospital is associated 
with King’s College Hospital Medical School for 
undergraduate teaching purposes Applications. 
stating age. qualifications and experience, enclosing 
copy testimonials, or names of two referees, to the 
Group Secretary, Camberwell H.M.C.. Dulwich 
Hospital, East Dulwich Grove, S.E.22. (6624) 


Applications are invited for the appoi of 
REGISTRAR 

in the Regional Pool of Anacsthetists based on the 

Royal Infirmary of Edinburgh. The successful 


andidate will be seconded for periods of duty in. 


seripheral hospitals, details of which may be 
»btained on application Applications, stating age. 
jualifications and previous experience, together with 
the names of two referees, should be submitted to 
he Secretary, South-Eastern Regional Hospital 
Hoard, Scotland, 11, Drumsheugh Gardens, Edin- 
~urgh, 3, by September 1, 1956 (6830) 


NELSON HOSPITAL 
Kingston Road, Merton, $.W.20 


RESIDENT ANAESTHETIST 
(Senior House Officer Grade) 


Applications, stating age, experience, and quaii- 
fications, with copies of testimonials, and the name 
of one referee. should be sent to the Group 
Secretary, St. Helier Hospital, Carshalton, — 


THE ROYAL FREE HOSPITAL GROUP 


SENIOR RESIDENT ANAESTHETIST 

Applications are invited for the post of Senior 
Resident Anacsthetist. Applicants must be regis- 
tered medical practitioners The appointment is 
for six months from October 1, 1956, with dutics 
at the North Western Branch and Hampstead 
General Hospital. Salary in accordance with the 
Ministry of Health scale for Senior House Officers. 
Application forms may be obtained from the 
Secretary, The Royal Free Hospital, Gray's ton 
Road. W.C.1, to whom they should be returned 
not later than August 26, 1956. (6405 


WANDSWORTH HOSPITAL GROUP 
St. James’ Hospital, ‘Batham, S.W,12 


SENIOR HOUSE OFFICER (Anaesthetics) 
required immediately. Post recognized for D.A. and 
F.F.A.R.C.S. Applications, stating age, qualifica- 
tions, experience, and two referces, to Group 
Secretary at above address. (42729) (6807) 


WANSTEAD HOSPITAL 
Hermon Hill, London, £.11 (191 beds) 


Applications are invited for the post of 
RESIDENT ANAESTHETIST 
Graded Senior House Officer, Salary £745 per 
annum, jess £150 per annum for board lodging, etc. 
Recognized for the F.F.A. and D.A. Applications, 
Stating age, qualifications and experience, together 
with copies of two recemt testimonials, should be 
sent immediately to the Secretary, H.M.C. Forest 
Group, Langthorne Road, E.!1. (6626) 


WOOLWICH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICERS (Anaesthetics) 

One at St. Nicholas Hospital, Plumstead, vacant 
now, and one at Memorial Hospital, Woolwich, 
vacant August 18 Both posts recognized for 
F.F.A.R.C.S. and are for 6 months in the first 
instance and may be renewed. Possession of D.A. 
an advantage. Apply to Group Secretary, 
Memorial Hospital, Shooters Hill, Woolwich, 
S.E.18. (6750) 


BRADFORD ROYAL INFIRMARY 


SENIOR HOUSE OFFICER (Anaesthetics) 
vacamt September 15. Recognized for D.A. and 
F.F.A. Opportunities for plastic and intra- 
thoracic experience Applications, stating age, cx- 
perience. J and . with copy 
testimonials, to Secretary (6486) 


a, COSSHAM & FRENCHAY HOSPITAL 
ANAGEMENT COMMITTEE 


Applications are invited for the appointment of 
RESIDENT ANAESTHETIST 

at Frenchay Hospital (542 beds, general medicine 
. and surgery and regional departments of ncuro-, 
plastic and thoracic surgery), The appointment 
will be made either in the House Officer grade or 
in the Senior House Officer grade according to 
and experience of the successful 
ms. Naming two referees, to 

be et to the Group Secretary, Frenchay 
Hospital, Bristol, by August 31. 1956 (6514) 


DUDLEY, THE GUEST HOSPITAL (154 beds) 
SENIOR HOUSE OFFICER (Anaesthetics) 
Post now vacant. Apply Group Secretary, Guest 

Hospital. Dudicy (7052) 


GLASGOW, §.W.1, SOUTHERN GENERAL 
HOSPITAL 


SENIOR HOUSE OFFICER in Anaesthetics 

Write immediately to Secretary, Board of 
Management for Glasgow South-Western Hospitals, 
1301, Govan Road, Glasgow, S.W.1 (6834) 


KENT AND SUSSEX HOSPITAL 
Tunbridge w ells (301 beds) 


SENIOR HOUSE OFFICER Anaesthetics 
required. (Male or femaic.) Resident. Vacant August 
30. Recognized D.A. and F.F.A.R.C.S. Applica- 
tions, giving age, qualifications and experience, with 
names of two referees, to Group Secretary, Sher- 
wood Park. Tunbridge Wells (6770) 


KETTERING & DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Kettering General Howwita. Kettering (170 beds) 


Applications are invited from registered medical 
practitioners for the appointment of 

SENIOR HOUSE OFFICER in Anaesthetics 
Post recognized for D.A Applications giving 
details of qualifications and expericnce and enclos- 
ing copies of three recent testimonials to be sent to 
the Group Secretary at the above address. (6835) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 21 
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A naesthetics—contd. 


NOTTINGHAM GENERAL HOSPITAL 
OFFICER (Anaesthetics) 
The post ws recognized 
ARCS This is a busy 
xpericn in all branches 
Stating age, nationality 
together with pies 
Group Secretary 
(5642) 


SENTOR HOUSE 
required as soon 
{ the DA snd the FF 
gcneral Hospital giving 
of sure Al 
gualifkations and 
of testimomals. t De 


as possible 


wat 
experienc 
sent to the 


ROVAL DEVON AND EXETER HOSPITAL 
acter 


Applications invited from registered medica! 
wactitioners f the appointment of 

St NIOR HOt SE OFFICER (Anaesthetics) 
Resident or dent Vacant now The post 
the F.F.A.R.CS. cxamination 
Anplication wth copies of two recent testimonials 
to the H tal Secretary 67%) 


TORQUAY DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


are 


Torbay Hospital, Torquay, 166 beds 

SENDOR RESIDENT HOUSE OFFICER 
(Anaesthetics) 
as posible There is a compte- 
mem of 6 Resident House Officers and the Hospital 
ist d for the D.A. and for the F_.F.A.R.CS 
Application stating qualifications, age nationality 
with copy testimonials, t the Group Secretary 
Torbay Hospital, Torquay, 8S. Devon (9812) 


WARRINGTON INFIRMARY (172 beds) 


required as soon 


ogni 


are invited for the vacant post of 
SIDENT ANAESTHETIST 
(Male or female) 

(Graded as Senior House Officer) 
The hospital is recognized for the D.A. cxamina 
tion Salary is £745 per annum, less a deduction 
of £130 per annum for residential cm 
Applications, stating qualifications and experience 
should be sem to H. I Boot. Group Secretary 
Warrington and District Hospital Management 
Committee, c/o General Hospita W arringtos 
Lancs $631 


WORCESTER, RONKSWOOD HOSPITAL 


Applications 
RE 


me Nts 


RESIDENT ANAESTHETIST (5.1.0. state 


required at end of September for post wheh 
recognized by the Faculty of Anacsthetists. Duties 
cove all specialities Married accommodations 
available Applications, with names and addresses 
of three referees. to b th Hosrita 
Secretary 6415 
THE ROVAL FREE HOSPITAL GROUP 


JUNTOR RESIDENT AN AESTHETIST 


Applications are invited for the p Jumpor 
Resident Anacsthetist. Applicants must be regis 
tered medical practitioners The appointment is 
for six months Duties to commence on October | 
1956. Salary and conditions of servi n accord 
ance with the Ministry of Health scale for House 
Officers Application forms may be obtained from 
the Secretary, The Royal Free Hospita!, Gray's Inn 
Road. W.C.1, to whom they should be returned not 
later than August 25. 1956 (6406) 


CASUALTY 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
Creyden Group Hospi Cc 
Croydon General (200 beds) 


SENIOR CASUALTY OFFICER (Registrar status) 


Post vacant. Busy Department. Post recognized 
for final FRCS. Examination Accommodation 
may be inspected on application to Hospital 
Secretary Application forms obtainable from 
Group Secretary Hospital Management Com- 
mittee, General Hospital. London Road. Croydon, 
to be returned within 14 days (6355) 

BLACKBURN & DISTRICT HOSPITAL 


MANAGEMENT COMMITTEE 
Royal Iefirmary, Blackbern (262 general beds) 


JUNTOR HOSPITAL MEDICAL OFFICER or 
SENIOR HOUSE OFFICER 
(Casualty & Ort ) 

recognized for 


required August ). 1956 Post 

FRCS 1 H.M.O. post can be for any period 
up to four years and a starting salary above the 
minimum of the scale may be approved on account 
of special experience or qualifications. Apply to 
Secretary. H.M.C. Office. Royal Infirmary, Bilack- 
burn, Lancs (6627) 
COVENTRY HOSPITAL 


& WARWICKSHIRE 
(354 beds) 


CASUALTY and ACCIDENT OFFICER 
status. Recognized Resident 
Applications to Secretary, Group 20 H.M.C.. 

Coventry & Warwickshire Hospital. Coventry 
(6285) 


| 
| 
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HUDDERSFIELD ROYAL INFIRMARY CHELMSFORD AND ESSEX HOSPITAL 
(285 beds) 
— CASUALTY OFFICER (Senior Howse Officer) 
Applications are invited tor the post of Applications a invited for the above resident 
CAS ALTY OFFICER post. It is recognized for the F R.CS. and offers 
The post, which is ent, is graded Junior excellent experience in the treatment of fractures 
Hospital Med Officer is recognized under and diagnosis of acute medical and surgical emer- 
the Ff owship regulations Duties terminate gencics Opportunity is given for Casuaity Ofhcer 
pm. daily with one night weekly on call. Ap to follow up his cases in the wards and to obiain 
t tions r th appointment which will be yperating cxperience in major theatre under the 
vacant on September 1, 1956, should be accom- guidance of the Consultants or the Resident Surgi- 
unied by copies of three recent testimonials and al Officer Off duty time is gencrous and the post 
addressed to the undersigned J Johnson is one likely to suit both an officer seeking a higher 
Group Secretary. The Roya! Infirmary. Hudde qualification in surgery or one intending Genera 
field (6511) Practice The vacancy will occur on September 2 
Apply, Secretary, Chelmsford Hospital Manage 
SOUTHPORT GENERAL INFIRMARY ment Committee, Chelmsford and Essex Hospitai 
Chetmsford (5681) 
DICAL OFFICER —vr 
— CHESTERFIELD HOSPITAL MANAGEMENT 
Whole-time casualty post Apply. stating age COMMITTEE 
nitonality, qualifications, cxpericnce and copies of 
two recent testimonials, to Group Secretary, South SENIOR HOUSE OFFICER 
port A& District H.M.C.. Promenade Hospital required October 1 at Chesterfield Royal Hospita 
Southport (6749) for Aceident and Orthopaedic Department Post 
recognized for F.R.C.S. training and offers valu- 
YORK “A” AND TADCASTER HOSPITAL able experience. National salary and conditions 
MANAGEMENT COMMITTEE Apply M. H. Boone, Secretary (6632) 
York County Hospital DUDLEY. THE GUEST HOSPITAL (154 beds) 
(General Hospital 269 beds with full consultant uit 
staff) SENIOR HOUSE OFFICER (Casualty) 
Post now vacant. Apply, Group Sccretary, Guest 
CASUALTY OFFICER Hospital, Dudley, Worcs (7054) 
_—_ charge of Orthopacdic beds) 
atcly. J.H.M.O. grade recognized GRIMSBY GENERAL HOSPITAL 
Resident non-resident. Applica- South Parade, Grimsby 
qualihcations ex 
names of two referees, immediately Applications are invited for 
G S< Bootham Park, York (6628) 
CASUALTY OFFICER (S.H.0. Grade) 
CONNAUGHT HOSPITAL with some E.N.T. Duties Up-to-date Medica! 
Walthamstow, F.17 (118 beds) Library and reading facilities available. Applica- 
tions, giving mames and addresses of two referees 
Apoina ere invited for the post of to Hospital Secretary (6631) 
ND CA 
with ‘SECON - and HASTINGS, ROYAL EAST SUSSEX HOSPITAI 
Traumatic Surgery (Senior House Officer grade) 150 beds 
gnized for CS. Salary £745 per annum 
my SENIOR HOUSE OFFIC ER 
plications. with full details. and copics of two (Casuatty and Ort 
recemt testimonials, should be sent immediately to Post vacant August 20, 1956 oe to Hospital 
Secretary, HMC Forest Group, Langthorne Administra:or (6634) 
Road, (6630) 
HERTFORD COUNTY HOSPITAL (171 beds) 
NORTH MIDDLESEX HOSPITAL (Hospital situated 21 miles from London) 
Edmonton, N.18 
RESIDENT CASUALTY OFFICER 
CASUALTY OFFICER (Senior House Officer Grade) 
Senior Howse Officer Grade) with attachment to Pacdiatrician and Ophthalmic 
Six months’ appointment. starting | 24 Consultant. Salary £745 per annum, less £150 per 
Nomresident Recognized for F.R.C Three annum residential emoluments. Recognized under 
Casualty Officers employed : duties include service F.R.C.S. regulations Appointment to commence 
with the three main surgical units Applications. as soon as possible Apply. with full detai's and 
stating age. nationality, qualifications, experience references, to Group Secretary, Hertford HMC 
with copies of recent testimonials and/or names County Hospital, Hertford. Herts. Locum periods 
of two referees, to Secretary of Hospita (6786) considered (6547) 
PRINCESS HOSPITAL KING'S LYNN AREA HOSPITALS 
Earl's Court, 5 MANAGEMENT COMMITTEE 
Applications are invited from Registered Medical Applications are invited for the posi of 
Practitioners for the post of : er > 
RESIDENT CASUALTY OFFICER 
(Some anaesthetic duties) together with such other dutics as may be required 
Senior House Officer grade, recognized for Post recognized for F.R-C.S. Appointment for 
FRCS Applications, stating age. qualifications one year. Applications, with names and addresses 
with three testimonials. to the House Governor of two referces. to be forwarded immediately to 
immediately (6425) the Group Secretary of the above Committee. co 
ST. GILES HOSPITAL, Camberwen, | Hospital. Kins’s Lyne 
MERTHYR & ABERDARE HOSPITAL 


SENIOR HOUSE OFFICER (Casualty Duties) 


Applications invited for appointment as Senior 
House Officer (casualty duties) Recognized for 
F.R.CS. Vacant September 16. Resident or non 


giving detai's of age. qualifications 
and previous posts, with copy tcstimoniais, or 
names of referees, to Group Secretary, Dulwich 
Hospital, $.E.22, by August 27 (6629) 


resident. Apply. 


THE ROYAL FREE HOSPITAL 


SENIOR CASUALTY OFFICER 

Applications are invited from registered medical 
Practitioners for the post of Senior Casualty Officer 
at the Royal Free Hospital. Gray's Inn Road. 
wec.l The appointment is full time. resident, 
for six months; duties to commence October 1, 
1956. Salary and conditions of service in accord- 
ance with those laid down by the Ministry of 
Health for Senior House Officers Application 
forms may be obtained from the Secretary, Royal 
Free Hospital, Gray's Inn Road. W.C.1, to whom 
they should be returned not later than September 1. 
1956 (6407) 


BOURNEMOUTH & EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE 


Poole General Hospital 


CASUALTY OFFICER (S.H.0.) 
required to commence duty on August 20. 1956 
Post suitable for persons reading for higher 
diplomas. Applications to the Hospital Secretary 

(6606) 


MANAGEMENT COMMITTEE 
St. Tydfil’s Hospital, Merthyr Tydfil (376 beds) 


Applications are invited for the following posts 
RESIDENT SENIOR HOUSE OFFICER (Casunty) 
Apply immediately with full particulars, and copies 
of two recent testimonials, to Group Secretary, St. 
Tydfil’s Hospital. Merthyr Tydfil (6313) 


PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and East Cornwall any Plymouth 
Central Casualty Departmen 


SENIOR HOUSE OFFICER IN CASUALTY 
Vacant September 1, 1956 Recognized for the 
FRCS Applications, stating age, nationality. 
qualifications and experience, with names of three 
referees, to be sent to the undersigned.—-Arthur R 


Cash, Group Secretary, 7, Nelson Gardens, Stoke. 
Plymouth (6733) 
ROYAL SOUTH HANTS HOSPITAL 
Southampton (278 beds) 


(Recognized for F.R.C.S.) 
ALTY OFFICER 
House Officer Grading) 
required. Applications, with copies of testimonials. 
to be submitted as soon as possible to the Secre- 
tary, Southampton Group Hospital Management 
Committee. Bullar Street, Southampton. (5195) 


1956 


Casualty—contd, 


WATFORD, HERTS, PEACE MEMORIAL 
HOSPITAL (208 beds) 


SENIOR HOUSE OFFICER (Casualty) 
required for full-time duties in modern department 
Two other Casualty Officers employed. Post recog- 
nized for F.R.C.S. Vacant August 20. Applications 
with names of two referees, to the Administrator 

(6176) 


WATFORD. HERTS. PEACE MEMORIAL 
HOSPITAL (208 beds) 


SENIOR HOUSE OFFICER (Casualty) 
required for part-time duties in modern depart- 
ment to assist two full-time Casualty Officers 
Times of duty can be adjusted to suit applicant 
and amount to approximately 26 hours per week 
Applications. with names of two referees, to the 
Admunistrator (6177) 


ST. GILES’ HOSPITAL, Camberwell, 
Applications invited for appointments as 
HOUSE OFFICER 
(Casualty duties with some Gen. Surgical, E.N.T. 
and Eye beds) 
not pre-registration. Salary £525 a year 
HM.C 


Resident ; 


Apply to Group Secretary, Camberwell 

Dulwich Hospital, East Dulwich Grove, §.E.22. as 

soon as possibie (6635) 
READING, BATTLE HOSPITAL (391 beds) 


Applications are invited from registered medical 
Practitioners for two posts ¢ 

RESIDENT JUNIOR HOUSE SURGEON 
in the Area Accident and Orthopaedic Department 
(One vacant immediately the other October | next.) 
F R.C.S. recognized Also casualty duties. Salary 
£425 to £525 ner annum, less £125 board residence 
Apply stating age qualifications with dates, 
nationality, present post, with one copy of recent 
testimonial, to Hospital Secretary (6548) 


WINDSOR GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Slough 


CASUALTY HOUSE OFFICER 
required, one of two, for busy Casualty Depart 
ment Experience provided in Orthopacdic and 
Plastic cases Salary on House Officer scale plus 
£50 per annum. Applications, together with names 
of two referees, to Secretary (6636) 


Upton Hospital, 


CHEST AND TUBERCULOSIS 
(see also THORACIC SURGERY) 


HAROLD COURT HOSPITAL, Harold Wooa, 
Essex, and BRENTWOOD CHEST CLINIC 


REGISTRAR in Diseases of the Chest (Resident) 
Appoiniment subject to review after one year 


Application forms from Secretary, N.E. Metro- 
politan Regional Hospital Board, Ila, Portland 
Place. W.1, to be returned by August 25. (6787) 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN CHEST DISEASES 
Leeds Chest Clinic and additional duties as re- 
quired at Regional Sanatoria. Previous experience 
in diseases of the chest desirable. Accommodation 
for a single person ony at Killingbeck Hospital 
Applications, stating age, qualifications and details 
of present and previous appointments (with dates). 
together with the names and addresses of three 


referees, to the Secretary, The Joint Registrars 
Committee, Park Parade, Harrogate, by August 24, 
1956 (6638) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Derwent 


WHOLE. TIME. REGISTRAR 

(Chest and Infectious Diseases) 
required. Private quarters available. A Consultant 
Thoracic Surgeon attends this hospital cach week 
Appointment for one year in first instance. Apply 
to Secretary. Shefficild Regional Hospitai Board 
Old Fulwood Road. Sheffield, by August 20, 1956 
giving age, nationality, quatifications, present and 
previous appointments (with dates), naming three 
referees (6637) 


UNITED CARDIFF HOSPITALS (llandough 
Hospital) and MEDICAL RESEARCH COUNCIL 
(Paeumoconiosis Research Unit) 


Derby (187 beds) 


Applications are invited for the post of 
TRAR 
to spend part of his time in the Miners’ Chest 
Diseases Treatment Centre at the above-mentioned 
hospital and part in the Medical Research 
Council's Unit, where he will have an opportuniiy 
to assist with clinical trials. The Centre caters for 
all types of chest diseases. Application forms can 
be obtained from the Secretary to the Board at 
Cardiff Royal Infirmary, Cardiff, and should be 
returned within 14 days of the appearance of this 
advertisement (6765) 
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BOARD OF MANAGEMENT FOR GREENOCK 
AND DISTRICT HOSPITALS 


Applications are invited from suitably qualified 
medical — ners for the following appoint ment 
The Sanatorium, Bridge of Weir 
RESIDENT JUNIOR HOSPITAL MEDICAL 
OFFICER 
Experience in the diagnosis and treatment of tuber- 
culosis is desirable but not essential Applications, 
giving details of age, experience, and qualifications, 
together with copics of three testimonials, should 
be forwarded to the Secretary and Treasurer at 
Headquarters, 47. Ejdon Street, Greenock, not 
later than August 20, 1956. The appointment will 
be subject to the Nationa! Health Service (Scotland) 
Superannuation) Regulations (6801) 


LIPHOOK, HAMPSHIRE, KING GEORGE'S 
SANATORIUM FOR SAILORS (78 beds) 


JUNIOR HOSPITAL MEDICAL OFFICER 
required The successful candidate will work in as- 
sociation with the thoracic surgical! unit (tuberculous 


and non-tuberculous) at King George V Hospita! 
for Diseases of the Chest, Godalming, Surrey. Ap 
plications, with the name f three referees. to the 


Medicaj Superintendent as soon as possibile. (6677) 


READING & DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Applications are invited for the appointment of 
JUNIOR HOSPITAL MEDICAL OFFICER 


in the Area Department of Discases of the Chest 
for duty in the Reading Chest Clinic The post 
offers wide experience in both tuberculosis and 


non-tuberculous chest diseases and duties will in- 


clude attendance at Prospect Park Hospital, Read- 
ing, and Peppard Chest Hospiial, Henley. Facili- 
lies are available for post-graduate studies. Salary 
within the scale £775 to 41,075 per annum. Ap- 
plications, stating age and qualifications, together 
with names of three referees, should be sent to the 
Group Secretary, 3, Craven Road, Reading. (6537) 


DERMATOLOGY 
GUY'S HOSPITAL, 


Applications are invited for the post of 
PART-TIME REGISTRAR 
in the Dermatological Department at Guy's Hospita: 
with attendance on 7 sessions per week. The ap 
pointment will be for one year in the first instance 
from October |, 1956 Forms of application are 
obtainable from, and should be lodged with, the 
Superintendent. Guy's Hospital, London Bridge 
S.E.1, not later than August 24, 1956 (6797 


WELSH REGIONAL HOSPITAL BOARD 
REGISTRAR IN DERMATOLOG\S 
Based at St. David's Hospital. Cardiff, will assist 
in the Region and in Regiona! Skin Clinics and 
will also be expecied to undertake duties in the 
Departmem of Dermatology at the United Cardiff 
Hospitals. Non-resident. Subject to review end of 


first year Application forms from SAMO 
Temple of Peace, Cathays Park, Cardiff within 
14 days. (6810) 


EAR, NOSE, AND THROAT, ETC. 


NOTTINGHAM GENERAL HOSPITAL 
Ear, Nose & Throat Department 


SENIOR HOUSE OFFICER 
(Ear, Nose & Throat) 

required at above Hospital. This post is recognized 

for the D_L.O. and F.R.C.S. Examinations. Salary 

and conditions of service in accordance with 

Ministry Regulations. Duties to commence about 

September 1 Applications, stating age, qualifica- 

tions and experience, togcther with copics of 

testimonials, to be sent to Group Secretary 
(S294) 


SKIPTON (near), GRASSINGTON HOSPITAL 


(208 beds) 
JUNIOR HOSPITAL MEDICAL OFFICER 
required for the above hospital, which provides 


treatment for tuberculosis patients, men and 
women. Accommodation available for single ap- 
plicants. Post tenab'e from September 1, 1956, or 
earlier if desired. Applications to Medical Superin- 
tendent (6487) 


NORTH MIDDLESEX HOSPITAL AND 
EDMONTON CHEST CLINIC, London. N.18 


SENIOR HOUSE OFFICER (Tubercetosis) 
resident, required as locum for four weeks from 
September 24 to be followed by permanent ap- 
pointment from October 22 for six months in the 
first instance with possible exicnsion to one year 
Duties at above hospital and clinic under the direc- 
tion of the Chest Physician. Further details on 
age. nationality. 


request Applications, stating 

qualifications, experience, with copies of recent 
testimonials and/or names of two referees, to 
Seerctary of Hospital (6788) 


GODALMING. MILFORD AND LIPHOOK 
GROUP HOSPITAL MANAGEMENT 


COMMITTE: 
King George V a fer Diseases of the Chest, 
Godalming, Surrey (232 beds) 
SENIOR HOUSE OFFICER 
required for resident appointment Salary and 
deduction for board, lodging, etc., in accordance 


with National Scales (£745). Ali modern forms of 
treatment carried out, including major Thoracic 
Surgery. a proportion of the beds being sect aside 
for non-tuberculous Thoracic Surgery Apply. giv- 
ing full details, with names of three referees, to the 
Physician Superintendent as soon as possibiec 

(6612) 


LONDON CHEST HOSPITAL 
Hospitais for Diseases of the Chest 


Two vacancies occur “October 1, 19586. tor 
SIDENT HOUSE PHYSICIAN 
Appointment for six months. four in London, two 
at the Country Branch. near Letchworth, and post 
gtaded as House Officer. Duties include work in 
the Out-patient Department and Refill Clinic as 
well as in wards Applications. stating date of 
birth, qualifications (with dates) and previous 
appointments held. with copies of three testimonials, 
should reach the undersigned not later than August 


17.—Thomas Brown. House Governor, London 
Chest Hospiial, E.2. (6083) 
DENTAL 


BRIGHTON & LEWES H.M.C. GROUP 
HOSPITALS 


RESIDENT DENTAL HOUSE SURGEON 
required Vacamt mid-September post is 
recognized for the F.D.S. and offers a wide range 
of experience, including children’s and orthodontic 
clinics. Applications, giving usual particulars, and 
naming two referees. to the Administrative Officer, 
Royal Sussex County Hospital, Brighton, 7. (6456) 


BRITISH MEDICAI IQOIPNAT 


WOLVERHAMPTON, THE ROYAL HOSPITAL 
An Associated Hospital of the University of 
Birmingham Medical Schoo! 


S.H.0. or H.O. 
required E.N.T. Department. Recognized for the 
D.L.O. and F.R.C.S. Examination. Also listed as 
pre-registration post. Vacant now. Apply Secretary 
with copies of testimonials (6756) 


THE ROYAL NATIONAL THROAT, NOSE, 
AND EAR HOSPITAL 
Gray's Inn Road, W.C.1, and Golden Square, 


RESIDENT HOUSE SURGEON 
(post-registration post) 

Applications are invited for a six months’ ap- 
pointment as from September |, 1956, with salary 
and conditions as laid down for House Officers in 
the terms and conditions of service in the National 
Heath Service. Applications, stating age, qualifica- 
tions, full details of previous experience (particularly 
in the speciality), with copies of one to three recent 
testimonials. should be sent to the House Governor 
without delay (6730) 


TEES-SIDE HOSPITAL MANAGEMENT 
COMMITTEE 


North Riding Infirmary, Middlesbrough 
(Eye, Ear, Nose & Throat Centre) 


Applications are invited for the post of 
E.N.T. HOUSE OFFICER 
The post is recognized for the D...O. examination 
and for the Fellowship in Otology of the Royal 


College of Surgeons. Applications. stating full 
detai's, and giving two names for reference, should 
be addressed to the Hospital Secretary (6639) 


GERIATRICS 
CAMBERWELL HOSPITALS MANAGEMENT 
COMMITTEE 


St. Francis’ Road, East 
(373 geriatric and long-stay chronic sick) 


Applications invited for appointment as 
SENIOR HOUSE OFFICER (Medical duties) 
Unit under direction of full-time geriatrician; as- 
sociation with “half-way home; pre-admission 
and follow-up Out-patient clinics; facilities for 
investigations. Salary £745 a year. less charge for 
residence. Post vacant from September | Ap- 
plications, stating age, qualifications dnd experience. 
the Group 


enclosing copy testimonials to 

Secretary, Camberwell Hospitals Management Com- 
mittee. Dulwich Hospital, $.E.22 (6361) 
IMPORTANT: All in ieants 


should read the revised NOTICE at the 
top of page 21 
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INFECTIOUS DISEASES 
LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR in tafections Diseases, 

Castle Hospital, Cottingham (167 LD. beds) 
Applications, stating age, qualifications 

and details of present and previous appomtments 


(with dates), together with the names and addresses 
three referees. to the Secretary, The 
Registrars Committee, Park Parade, Harrogate, by 
August 24, 1956 (0640) 
MEDICINE 

NORTH-WEST METROPOLITAN REGIONAL 

HOSPITAL BOARD 


MEDICAL REGISTRAR (General) 
required at Central Middiescx Hospital, with duties 
mainly in Geriatric Department This involves 
close liaison with gencral practitioners, and home 
vetting of patients Whoic-time Non-resident 
execpt when on duty Post vacant November 0). 
1956 Applicants may visit hospital by direct ap- 
pomtment Application forms obtainable from 
and returnable to, Group Secretary, Centra) Mid- 
diesex Group H.M._C., Park Royal, N.W.10, within 
ten days (6751) 


ST. GEORGE'S HOSPITAL, S.W.1 


Applications are invited for three posts as 
FIRST ASSISTANT in General Medicine 
ome in the gerade of Registrar and two in the grade 
of Senior Registrar, in the St. George's Hospital 
Group All candidates should possess the diploma 
of Membership of the Royal Colfege of Physicians 
The successful candidates will be required to take 
up duty on December 1, 1956. Applications, stating 
age, education, qualifications, experience and the 
names of two referees, should reach the under- 
signed mot later than August 75, 1956.—P. H 
Constable, House Governor (6815) 


ADDENBROOKE'S HOSPITAL 


CAMBRIDGE, 
SENIOR MEDICAL REGISTRAR 

for one year in first instance, reviewable annually 

Apply with full particulars, and names of three 

referees, to Secretary by August I8 (6643) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


SENIOR MEDICAL REGISTRAR 
United Norwich Hospitals. Main hospital Norfolk 


and Norwich beds Trainee Post. Higher 
qualification desirable Applications, stating age 
experience and the names of three referees, w the 


Board's Senior Administrative Medical Officer, 117 
Chesterton Road, Cambridge, by August 20 


Candidates invited to visit hospital by direct ar- 
rangement with the H.M.C_ Secretary, Norfotk 
and Norwich Hospital (6644) 
HILLINGDON HOSPITAL 
Uxbridge, Middlesex (621 beds) 
MEDICAL REGISTRAR 
Post vacant carly September. Hospital may be 
visited Dy appointment Application forms obtain- 
able from, and returnable to, Hospital Secretary 
(6613) 


by August 21 


KINGSTON GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Kingstoe Hospital, Wotverton Avenue. 
Kingston_on- Thames 


invited from suitably qualified 


Applications are 
the post of 


and expericnced médical officers for 


full-time 
MEDICAL REGISTRAR 

which is available on September |. 1956. The 
successful candidate will be required to live in 
the hospital. or occupy a duty room when on duty. 
or reside conveniently near to the hospital. Forms 
of application are obtainable from the Group 
Secretary, 35, Coombe Road, Kingston-on-Thames 
and should be returned to him as soon as pos- 
sible (6645) 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRARS IN GENERAL MEDICINE 
(i) Wakeficld (A) Group (80 General Medical 
beds) with additional duties in the Wakeficid 
(B) Group 
St. Luke's Hospital, Bradford (170 General 
Medical beds). Non-resident 
Applications, stating age, qualifications and details 
of present and previous appointments (with dates), 
together with the mames and addresses of three 
referees, the Secretary, The Joint Registrars 
Committee. Park Parade, Harrogate, by August 24. 
1956 (6641) 


BRITISH MEDICAL JOURNAL 


SHEFFIELD REGIONAL HOSPITAL BOARD 


City General Hospital, Sheffield (652 beds) 


WHOLE-TIME NON-RESIDENT MEDICAL 
REGISTRAR 
required with duties also at Fir Vale Infirmary 
General medical experience would be gained at 
the City General Hospital and gcriatric experience 
at Fir Vale Infirmary Appointment for one year 


in first instance Apply to Secretary, Shefficid 
Regional Hospital Board. Old Fulwood Road, 
Sheffield by August 27. 1956. giving age. 


nationality, qualifications, present and previous ap- 
pointments (with dates) naming three referees 
(6642) 


ST. GILES’ HOSPITAL, Camberwell, Loadon, S.E.5 


Applications invited for a as 
SENIOR HOUSE 
ae Medical Duties) 
Vacant from September 21. Resident post. Apply. 
giving details of age, qualifications and previous 
posts, with copy testimonials, or names of two 
referees, to Group Secretary, Camberwell H.M.C., 
Dulwich Hospital, S.E.22, not later than August 
20 (6646) 


BANBURY, OXON GENERAL 
HOSPITA 


HORTON 
iL (163 beds) 


SENIOR HOUSE OFFICER (Physician) 
required beginning of September. Post provides 
experience in general medical and children’s 
wards. Four other residents. Applications, stating 
age, nationality, qualifications, and names of two 
referees, to the Secretary (6614) 


BISHOP'S STORTFORD & DISTRICT 
HOSPIT 


Applications are invited from registered Medicai 
Practitioners for the post of : 

RESIDENT SENIOR HOUSE OFFICER 
Appointment to commence as soon as possible 
Salary £745 per annum, less £130 for residential 
emoluments. Applications, stating age. nationality. 


qualifications and experience, with copies of two 
recemt testimonials, or names of referees, to the 
Hospital Sccretary. Haymeads Hospital. Bishop's 
Stortford. Herts (s777" 


BOLTON AND DISTRICT HOSPITA L 
MANAGEMENT COMMITTE 


RESIDENT MEDICAL OFFICER 

(Senior House Officer Grade) 

tenable for twelve months. Successful candidate 
will be required to reside at Hulton Hospital (141 
beds). Married quarters availabie. Duties include 
care of infectious and dermatological cases and some 
surgical and ecriatric cases and may include out 
patients’ and in-patients’ duties in the Hospitals of 
the Group. Applications, with the names of two 
referees, to Group Secretary, The Royal Infirmary, 
Bolton (6647) 


BRISTOL, SOUTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMENT COMMITTEE 


Required at Snowdon Road Hospital (300 beds — 
chronic sick, general medical cases, T. and 
Dermatology) 

SENIOR HOUSE OFFICER (Medical) 
for 6 months or 12 months, commencing September 


12, 1956. Immediate applications to be made to 
the Group Secretary, Southmead Hospital, Bristol. 
(68 36) 


SCUNTHORPE HOSPITAL MANAGEMENT 
COMMITTEE 


Applications are invited for 

‘SIDENT HOUSE PHYSICIANS 
(a) S.H.O. /Intern—vacant late September ; 
(b) Intern /S.A.0.—vacant early October 


Busy department with medicine, pacdiatrics, skins 


and cyes, large out-patient clinics. Applications. 
naming two referees, to Group Secretary (6287) 
AYLESBURY 


. BUCKS, STOKE MANDEVILLE 
HOSPITAL (609 beds) 


Applications are invited for the post of 

RESIDENT HOUSE PHYSICIAN 
in the Department of Medicine Pre-registration 
post, but registered practitioners may apply. Duties 
include responsibility for 20 acute medical beds 
and 15 tuberculosis beds. Post vacant September 
19, 1956. Applications, with copics of two testi- 
monials. to the Administrative Officer. (6364) 


EPPING, ST. MARGARET'S HOSPITAL 
(480 beds) 


Applications are invited from registered medica! 

practitioners for the posts of 
HOUSE PHYSICIANS (2) 

at the above hospital as from September 23, 1956 
The appointments, which are in general medicine. 
are for six months, including duties at Honey Lanc 
Hospital for part of this time. Applications, with 
two recent testimonials, to reach Group Secretary, 
Epping Group H.M.C.. Oak Cottage.” The Plain. 
Epping, Essex, by August 23, 1956. (6650) 


oo 


Il, 1956 


ROMFORD, ESSEX, RUSH GREEN HOSPITAL 
(301 beds) 


RESIDENT HOUSE PHYSICIAN 
required from September 6. 1956 This hospita: 
provides for acute médical and surgical patients 
in addition to a limited number of fever cases 
The post, which is also open to pre-registration 
candidates, offers good opportunities for gaining 
experience in both general medicine and fever. Ap- 
plications should be addressed immediately to 
Medical Superintendent. stating also names of two 
referees. (6044) 


ROMFORD, ESSEX, VICTORIA HOSPITAL 
(99 beds) 


RESIDENT HOUSE PHYSICIAN (Male) 
required carly in September, 1956. (Post not ap- 
proved for pre-registration purposes.) Applica- 
tions showld be forwarded to the Secretary, Rom- 
ford Group H.M.C., Oldchurch Hospital, Romford 

(6648) 


SOUTHAMPTON GENERAL HOSPITAL 
(471 beds) 


RESIDENT HOUSE PHYSICIAN 
required mid-September Pre-registration candi 
dates eligible. Applications, with copies of testi- 
monials, should be forwarded as soon as possible 


to the Group Secretary, Southampton Group 
Hospital Management Committce, Builar Sircet, 
Southampton (6769) 


WHIPPS CROSS HOSPITAL, London, E.11 


Applications are invited for the following posts - 
HOUSE PHYSICIAN General Medicine 
Vacant September 27. (This post is open to cither 

post-registration or pre-registration housemen.) 
HOUSE PHYSICIAN (Pre-Registration) 
General Medicine. Vacant October | 
Application forms (please state which post ap- 
plied for) from the Hospital Secretary, to be re- 
turned by August 20, 1956 (6753) 


BRIGHTON GENERAL HOSPITAL 


HOUSE PHYSICIAN 
Post vacant September 25. 1956. Recognized as 
a pre-registration appointment Applications, stat- 
ing usual particulars, together with copies of recent 
testimonials, to the Physician Superintendent, 
Brighton General Hospital, Eim Grove, Brighton, 7, 
as soon as possible (Pr.6728) 


GROUP 20 HOSPITAL MANAGEMENT 
COMMITTEE, COVENTRY 


HOUSE OFFICERS in General Medicine 
(pre-registration), resident. required at each of the 
following hospitals : 

Gutson Hospital, 
George Eliot Hospital, 
Hospital of St. Cross, Rugby—September 9 
Applications to Secretary. Group 20 HMC. 
Coventry & Warwickshire Hospital, Coventry 
(Pr.6300) 


HILLINGDON HOSPITAL, Uxbridge, Middlesex 
(621 beds) 


Coventry —September 7 
Nuncaton—September 23. 


HOUSE PHYSICIANS 
resident. appointments recognized for M.D 
(London) Branch 1 and for Pre-registration House 
Officers. vacant middic September. Apply wth 
copies of three recent testimonials to Medical 
Director by August 21 {Pr.6649) 


HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Kingston General Hospital, Heli (419 beds) 


HOUSE PHYSICIAN (Pre-registration Post) 

Resident, and tenable for 6 months. Vacant now 
Applications, with two recent testimonials, to the 
Hospital Secretary (Pr.6365) 


IPSWICH AND EAST SUFFOLK HOSPITAL 
HEATH ROAD WING, Ipswich (274 beds) 
Applications invited for the post of 

HOUSE PHYSICIAN (pre-registration) 
vacant September 1, 1956. Detailed applications, 
with copies of three recent testimonials, to Hospital 

Secretary (Pr 6289) 


KINGSTON GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Kingstoe Hospitsl, Wolverton Avenue. Kingstoe- 
upon- Thames 


Applications are invited for the pre-registration 


post of 
HOUSE OFFICER (General Medicine) 


which is available on October 1, 1956. Applications, 


stating age. qualifications and experience, together 
with two recemt testimonials, should reach the 
Physician Superintendent of the hospita! by August 
25, 1956. (Pr.6602) 
. 


Aus. 1956 


Medicine—contd. 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Portsmouth Hospital 
HOUSE PHYSICIAN (pre-registration) 
6S Medical Beds. Vacant August 17. 
St. Mary's Hospital 

HOUSE PHYSICIAN (pre-registration) 

74 Medical Beds. Vacant August 13 
Applications, stating age, experience and quali- 
fications, together with the names of two referees, 
should be forwarded as soon as possible to E. H 
Hurst, 35, Grove Road South, Southsea. (Pr.6366) 


READING AREA DEPARTMENT OF 
MEDICINE 
Applications are invited from provisionally 
registered medical practitioners for three posts as 
RESIDENT HOUSE PHYSICIAN 

All vacant September 1, 1956, for a period of six 
months. Successful applicant will be required to 
carry out duties at the following Reading hospitals 
Royal Berkshire (399 beds), Battle (301 beds) 
Prospect Park (104 beds). Write, immediately 
stating age, qualifications with dates, nationality. 
present post, with copy of a recent testimonial, to 
the Secretary. Royal Berkshire Hospital, Reading 
(Pr. 5867) 


ROCHFORD, ESSEX, GENERAL HOSPITAL 
(622 beds) 


HOUSE PHYSICIAN (Pre-registration) 
required. Vacant September 15, 1956. Application, 


etc. (one testimonial only necessary from pre- 
registration applicant secking first post), two be 
semt to the undersigned by August 25, 1956.—j. C 
Field, Secretary (Pr.6798) 
NEUROLOGY 

THE HOSPITAL FOR SICK CHILDREN 
Great Ormond Street. et. Londen, w.c. 


There will be a vacancy on | November 1, 1956, for 
RESIDENT OFFICER 
and Neuro-Surgical 
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GLASGOW & WEST OF SCOTLAND 
NEUROSURGICAL UNIT (112 beds) 
KILLEARN HOSPITAL (Killearn by Glasgow) 


SENIOR HOUSE OFFICER 
required for the above unit commencing on 
October 1, 1956. Salary £745 per annum, icss a 
charge of £150 per annum for board and lodging 
This post affords experience of neurology in ad- 
dition to neuro-surgery, and is recognized under 
the reguiations of the Joint Examining Board in 


England for obtaining the Diploma in Psycho- 
logical Medicine, also by the Royal Collere of 
Surgeons in England as training in neurology for 
the Final Fellowship Examination in Ophthal- 
mology Applications, giving full particulars of 
experience, together with the names and addresses 


should be sent to the Secretary 
and Treasurer, Board of Management for Glasgow 
Western Hospitals, 10, Park Circus, Glasgow, C.3 
within ten days of the appearance of this adver- 
tisement (6785) 


of two referees 


OBSTETRICS AND GYNAECOLOGY 
FOREST GATE HOSPITAL, E.7 
REGISTRAR in Obstetrics and Gynaecology 
(Resident) 


Recognized for M.R.C.0.G 
ject to review after one year. 


Appointment sub- 
Application forms 


from Secretary, N.E. Metropolitan Regional Hos- 
pital Board. tla. Portland Place, W.1, to be 
returned by August 25 (6789) 


THE MIDDLESEX HOSPITAL, W.1 


Applications invited for post of 
OBSTETRIC AND GYNAECOLOGICAL 
REGISTRAR 

vacant November |. Duties at the Middlesex Hos- 
pital and the Hospital for Women, Soho. Rules 
and application forms, obtainable from Deputy 
Superintendent, should be returned, naming two 
referees, by Aueust 31 (6783) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Applications invited for the post of 
RESIDENT REGISTRAR 
in Obstetrics & Gy 
one of two. in the West Manchester Group of 
itals with main duties at Park Hospital, Davy- 


to the N 
(Senior House Officer), Further particulars and 
form of application, which must be returned not 
later than Monday, September 3, 1956, may be 
obtained from the undersigned.—H. F. Rutherford, 
House Governor and Secretary (6493) 


THE NATIONAL HOSPITALS FOR NERVOUS 
DISEASES 


RESIDENT MEDICAL OFFICER and 
HOUSE PHYSICIAN 

Applications are invited for the posts of Resident 
Medical Officer and House Physician (Resident) at 
Maida Vale Hospital for Nervous 
London, W.9. Appointmenss in the first instance 
for six months, renewable. Grading as Senior 
House Officer or Registrar according to experience. 
Preference will be given to candidates bolding a 
higher degree and previous neurological experience 
will be an asset. Applications, with copies of three 


recemt testimonials, should be sent to the 
Secretary at Maida Vale Hospital not later than 
August 25, 1956. (6416) 
NEUROSURGERY 


BRISTOL, COSSHAM/FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE 


Frenchay Hospital (542 stalled beds, expanding) 


Applications are invited for 
SENIOR HOUSE OFFICER 
posts in the regional department of Neuro-Surgery 
Vacancies will arise Mid-August and at the end of 
September next. These posts offer useful surgical 
experience and the opportunity of gaining a work- 
ing knowledge of neurological diagnosis. Recognized 
for F.R.C.S. Two referees required. Applications 
to the Secretary, Frenchay Hospital, quoting 
(5619) 


hulme There are 73 obstetric beds, 31 gynaecology 
beds and a special care baby unit of 7 beds at Park 


Hospital. Vacant September. Appointment for one 
year, renewable Application forms from Group 
Secretary, Park Hospital, Davyhulme (6837) 


ST. GILES’ HOSPITAL, Camberwell, London, S.E.5 


Applications invited for appointment as 
SENIOR HOUSE OFFICER 


NORTH STAFFORDSHIRE ROYAL 
INFIRMARY Stoke-on-Trent 


SENIOR HOUSE OFFICER 
required. Post vacant very shortly. Recognized for 
M.R.C.0.G. (Surgery) Experience in abnorma' 
obstetrics available, but the work is mainly 
gynaccological Detailed applications, with copy 
testimonials, to Group Secretary, H.M.C.. Princes 
Road, Stoke-on-Trent (6049) 


OLDHAM AND DISTRICT GENERAL 
HOSPITAL 


APPOINTMENT OF HOUSE OFFICER 
r 


oe) 


Applications are invited for the above appoint- 
ment, becoming vacant on September 28. 1956 
The Obstetrical Department contains 72 beds and 
there are 48 Gynaccological beds. The post is 
recognized for the MR.CO.G. and D.Obsi 
R.C.O.G. Applicants should have had some 
obstetrical experience and the appointment is for 
12 months Applications, containing full par- 
ticulars of qualifications and experience, together 
with the names of two persons to whom reference 
may be made. should be forwarded to the Group 
Secretary, Oldham and District Hospital Manage- 
ment Committee, Central Offices, Rochdale Road. 
Oldham. (6481) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Queen Alexandra Hospital 


SENIOR HOUSE OFFICER 
for Gynaecological Department (39 beds), vacant 
now, recognized tor M.R.C.0.G Applications, 
stating age, experience and qualifications, together 
with the names of two referees, for- 
warded as soon as possible to E. H. Hurst, 35, 
Grove Road South, Southsea (6367) 


SOUTH MANCHESTER H.M.C. 
Withington Hospital, Manchester 20 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 

Ob jes and Gy hogy) 
becoming vacant on September 1, 1956. The 
Hospital takes part in undergraduate medical 
teaching and the post is recognized in obsictrics 
and gynaecology for M.R.C.O.G. purposes. An 
application form should be obtained from the 
Group Secretary at the Hospital and returned with- 
in 14 days of the appearance of this advertisement, 
(6811) 


THE UNITED SHEFFIELD HOSPITALS 


Bed complement 82 obstetric and 26 aynaccology 
Recognized for M.R.C.O.G. Vacant September 1, 
1956 (previously advertised as vacant August 4, 
1956). Applications, with copies of two testi- 
monials, should be forwarded to the Group 
Secretary, Ashton-under-Lyne General Hospital. 
Ashton-under-Lyne, Lancs (6607) 


EPPING. ST. MARGARET'S HOSPITAL 
( beds) 


RESIDENT SENIOR HOUSE OFFICER 


vacancy occurring September 21. Post recognized 
for D.(Obst)R.C.0.G. Salary on national scale 
less deduction for board, lodging. etc. Busy general 
hospital with easy access to London. Applications. 
with two recent testimonials, to the Group Scc- 
retary. Epping Group H.M.C.. “ Oak Cottage,” 
The Plain, Epping, Essex, by August 23, _-™ 


Vacant from September 26. Resident post. Apply 
Gf can. Gnd RESIDENT Senior House Officer 
posts, with copy testimonials, or names of two | fequired from October 1, 1956. Appointment forms 
referees, to Group Secretary, Camberwell H.M.C.. part of a training scheme for candidates for the 
Dulwich Hospital, S.E.22, not later than August 22. | M.R.C.O.G. examination. If cligible the holder 
(6651) will be able to apply for transfer to a clinical ap- 
- rn in the hospital in due course. Applica- 
AMENDED ADVERTISEMENT _ tions, with copies of three recent testimonials. 
ASHTON, HYDE AND GLOSSOP HOSPITAL | should be sent at once to the Superintendent, Jessop 
MANAGEMENT |_ COMMITTEE Hospital for Women, Leavygreave, Shefficid, 3 
(6838) 
SENIOR HOU! SE 
- EEN MARY'S HOSPITAL FOR THE EAST 
required at Ashton-under-Lyne Generai Hospital, | END. ‘Seater. London, E.15 


SENIOR OBSTETRIC HOUSE SURGEON 
Grade) 
commencing October I, 1956. 
JUNIOR OBSTETRIC HOUSE SURGEON 

( 


commencing October 1, 1956 
Applications, with copies of recent testimonials. to 


Group Secretary, West Ham Group Hospital 
mt Cx ittee, Stratford, E 1S, by August 
25, 1956. (6771) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 21 


INSURANCE 


aun SURPLUS TO MEDICAL 


MEDICAL MD. OL. 
Choirmen mp. A. N. Dixon. mon AC LONDON, wc. 

HOUSE, TAVISTOCK lines) 

B.M.A. Telephone : ‘AND DENTAL CHARI 


* 
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| 
| | | 
| 
Obstetrics & ¢ 
| 
Branches at : Bristol, Cardiff, Dublia, 
INSURANCE y. its 
A. is NOT and 
The M.LA- to give expert: of insurance. 3 
function on all matters 
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INFECTIOUS DISEASES 
LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR in lafections Diseases, 

Castle HM Hospital, Cottingham (167 L.D. beds) 
Reswent Applications, stating agc, qualifications 

and details of present and previous appomtments 


(with dates), together with the names and addresses 
4 three referees, to the Secretary, The Joint 
Registrars Committee, Park Parade, Harrogate. by 
August 24, 1956 (6640) 
MEDICINE 

NORTH-WEST METROPOLITAN REGIONAL 

HOSPITAL BOARD 


MEDICAL REGISTRAR (General) 
required at Central Middlescx Hospital, with duties 
mainly in Geriatric Department This imvolves 
close liaison with general practitioners, and home 
of paticnts W holc-time Non-resident 
cxeept when on duty Post vacant November 30, 
1956 Applicants may visit hospital by direct ap- 
Pommtment Application forms obtainable from 
and returnable w, Group Secretary, Central Mid- 
dlesex Group H.M.C., Park Royal, N.W.10, within 
ten days (6751) 


ST. GEORGE'S HOSPITAL, 


Applications are invited for three posts as 
FIRST ASSISTANT im General Medicine 
ome in the grade of Registrar and two in the grade 
of Senior Registrar, in the St. George's Hospital 
Group All candidates should possess the diploma 
of Membership of the Royal College of Physicians 
The successful candidates will be required to take 
up duty on December 1, 1956. Applications, stating 
aec, education, qualifications, experience and the 
names of two referees, should reach the under- 
signed not later than August 275, 1956.—P. H 
Constabic, House Governor (6815) 


ADDENBROOKE'S HOSPITAL 


CAMBRIDGE, 
SENIOR MEDICAL REGISTRAR 

for one year in first instance, reviewable annually 

Apply with full particulars, and names of three 

referees, to Secretary by August 18 (6643) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


SENIOR MEDICAL REGISTRAR 
United Norwich Hospitals. Main hospital Norfolk 
and Norwich -441 beds Trainee Post. Higher 
qualification desirable Applications, stating 
experience and the names of three referees, to the 
Board's Senior Administrative Medical Officer, 117 
Chesterton Road. Cambridge. by August 20, 1956 
Candidates invited to visit hospital by direct ar- 


rangement with the Secretary, Norfotk 
and Norwich Hospital (6644) 
HILLINGDON HOSPITAL 
Uxbridge, Middlesex (621 beds) 


MEDICAL REGISTRAR 
Post vacant carly September. Hospital may be 
visticd by appointment Application forms obtain- 
able from, and returnable to, Hospital Secretary 
by August 21 (6613) 


KINGSTON GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Kingston Hospital, Avenue. 
Kingston-on Thames 


Applications are invited from suitably qualified 
and experienced medical officers for the post of 


full-time 

MEDICAL REGISTRAR 
which is available on September |. 1956. The 
successful candidate will be required to live in 


the hospital. or occupy a duty room when on duty, 
or reside conveniently near to the hospital. Forms 
of application are obtainable from the Group 


Secretary, 35, Coombe Read, Kingston-on-Thames 
and should be returned to him as soon as pos- 
sible (6645) 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRARS IN GENERAL MEDICINE 
(i) Wakefield (A) Group (80 General Medical 
beds) with additional duties in the Wakeficid 
(B) Group 
(i) St. Luke's Hospital, Bradford (170 General 
Medical beds). Non-resident 
Applications. stating age, qualifications and detaits 
of present and previous appointments (with dates), 
together with the names and addresses of three 


referees, m the Secretary, The Joint Registrars 
Committee, Park Parade. Harrogate, by August 24. 
1956. (6641) 


BRITISH MEDICAL JOURNAL 


SHEFFIELD REGIONAL HOSPITAL BOARD 
City General Hospital, ‘Shetieta (652 beds) 


WHOLE-TIME NON-RESIDENT MEDICAL 
REGISTRAR 
required with duties also at Fir Vale Infirmary 
General medical experience would be gained at 
the City General Hospital and geriatric experience 
at Fir Vale Infirmary Appointment for one year 


in first instance Apply to Secretary, Shefficid 
Regional Hospital Board. Old Fulwood Road, 
Sheffield. by August 27. 1956. giving age. 
nationality, qualifications. presemt and previous ap- 


pointments (with dates) naming three referces 
(6642) 


ST. GILES’ HOSPITAL, Camberwell, London, $.E.5 


Applications invited for appointment as 
SENIOR HOUSE OFFICER 
(General Medical Duties) 
Vacant from September 21. Resident post. Apply. 
giving details of age, qualifications and previous 
posts, with copy testimonials, or names of two 
referees, to Group Secretary, Camberwell H.M.C., 


Dulwich Hospital, S.E.22. not later than August 
20 (6646) 
BANBURY, OXON, HORTON GENERAL 
HOSPITAL (163 beds) 


SENIOR HOUSE OFFICER (Physician) 
required beginning of September. Post provides 
experience in gencral medical and children’s 
wards. Four other residents. Applications, stating 
age, nationality, qualifications, and names of two 
referees, to the Secretary (6614) 


BISHOP'S STORTFORD & DISTRICT 
HOSPIT 


Rye Street, 
(67 beds Medical, Surgical 
Applications are invited from registered Medicat 
Practitioners for the post of : 

RESIDENT SENIOR HOUSE OFFICER 
Appointment to commence as soon as possible 
Salary £745 per annum, less £130 for residential 
emoluments. Applications, stating age, nationality. 
qualifications and experience, with copies of two 


recemt testimonials, or names of referees. to the 

Hospital Sccretary. Haymeads Hospital. Bishop's 

Stortford. Herts ($777) 
BOLTON AND DISTRICT HOSPITAL 


MANAGEMENT COMMITTEE 


RESIDENT MEDICAL = 
(Senior House Officer G 
tenable for twelve months ee candidate 
will be required to reside at Hulton Hospital (141 
beds). Married quarters available. Duties include 
care of infectious and dermatological cases and some 
surgical and geriatric cases and may include out 
and in-patients’ duties in the Hospitals of 


patients’ 
the Group. Applications, with the names of two 
referees, to Group Secretary, The Royal Infirmary, 


Bolton (6647) 


BRISTOL, SOUTHMEAD GENERAL HOSPITAL 
GROUP MANAGEMENT COMMITTEE 


Required at Snowdon Road Hospital (300 beds - 
chronic sick. general medical cases. T.B. and 
Dermatology) 

SENIOR HOUSE OFFICER (Medical) 
for 6 months or 12 months. commencing September 


12, 1956. Immediate applications to be made to 
the Group Secretary, Southmead Hospital, Bristol 
(6836) 


SCUNTHORPE HOSPITAL MANAGEMENT 
COMMITTEE 


Applications are invited for 
IDENT HOUSE PHYSICIANS 
(a) S.H.O. /Intern—vacant late September ; 
(b) Intern S.A.0.—vacamt early October 
Busy department with medicine, paediatrics, skins 
and cyes, large out-patient clinics. Applications. 
naming two referees, to Group Secretary (6287) 


AYLESBURY, BUCKS, STOKE MANDEVILLE 
HOSPITAL (609 beds) 


Applications are invited for the post of 

RESIDENT HOUSE PHYSICIAN 
in the Department of Medicine Pre-registration 
post, but registered practitioners may apply. Duties 
include responsibility for 20 acute medical beds 
and 15 tuberculosis beds. Post vacant September 
19, 1956. Applications, with copies of two testi- 
monials. to the Administrative Officer. (6364) 


EPPING, ST. MARGARET'S HOSPITAL 
(480 beds) 

Applications are invited from registered medica! 

practnioners for the posts of 
HOUSE PHYSICIANS (2) 

at the above hospital as from September 23, 1956 
The appointments, which are in general medicine, 
are for six months, including duties at Honey Lane 
Hospital for part of this time. Applications, with 
two recent testimonials, to reach Group Secretary. 
Epping H.MC., Oak The Plain, 
Epping, Essex, by August 23, (6650) 


Ave. ll, 1956 


RESIDENT HOUSE PHYSICIAN 
required from September 6. 1956. This hospita: 
provides for acute medical and surgical patients 
in addition to a limited number of fever cases 
The post, which is also open to pre-registration 
candidates, offers good opportunities for gaining 
experience in both general medicine and fever. Ap- 


plications should be addressed immediately to 
Medical Superintendent. stating also names of two 
referees. (6044) 


ROMFORD, ESSEX, VICTORIA HOSPITAL 
(99 beds) 


RESIDENT HOUSE PHYSICIAN (Male) 
required carly in September, 1956. (Post not ap- 
proved for pre-registration purposes.) Appiica- 


tions showld be forwarded to the Secretary, Rom- 
ford Group H.M.C., Oldchurch Hospital, Romford 
(6648) 


SOUTHAMPTON GENERAL HOSPITAL 
(471 beds) 


RESIDENT HOUSE PHYSICIAN 
required mid-September Pre-registration candi 
dates eligible. Applications, with copies of testi- 
monials, should be forwarded as soon as possibile 
to the Group Secretary, Southampton Group 


Hospital Management Commitice, Bullar Street, 
(6769) 


WHIPPS CROSS HOSPITAL, London, E.11 


Applications are invited for the following posts : 
HOUSE PHYSICIAN General Medicine 
Vacant September 27. (This post is open to cither 

post-registration or pre-registration houscmen.) 
SE PHYSICIAN (Pre-Registration) 
General Medicine. Vacant October | 
Application forms (picase state which post ap- 
plied for) from the Hospital Secretary, to be re- 
twrned by August 20, 1956 (6753) 


BRIGHTON GENERAL HOSPITAL 


HOUSE PHYSICIAN 
Post vacant September 25. 1956. Recognized as 
a pre-registration appointment. Applications, stat- 
ing usual particulars, together with copies of recent 


testimonials, to the Physician Superintendent, 
Brighton General Hospital, Elim Grove, Brighton. 7, 
as soon as possible (Pr.6728) 


GROUP 20 HOSPITAL MANAGEMENT 
COMMITTEE, COVENTRY 


HOUSE OFFICERS in General Medicine 
(pre-registration), resident. required at each of the 
following hospitals : 

Gutson Hospital, 
George Eliot Hospital, 
Hospital of St. Cross, Ruagby—September 9 
Applications to Secretary. Group 20 HMC... 
Coventry A Warwickshire Hospital, Coventry 
(Pr.6300) 


HILLINGDON HOSPITAL, Uxbridge, Middlesex 
(621 beds) 


HOUSE PHYSICIANS 


Coventry September 7 
Nuneaton — September 23. 


resident, appointments recognized for M.D 
(London) Branch | and for Pre-registration House 
Officers, vacant middie September Apply with 
copies of three recent testimonials to Medical 
Director by August 21. (Pr 6649) 


HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Kingston General Hospital, Hull (419 beds) 


HOUSE PHYSICIAN (Pre-registration Post) 

Resident, and tenable for 6 months. Vacant now 
Applications, with two recent testimonials. to the 
Hospital Secretary (Pr.6365) 


IPSWICH AND EAST SU HOSPTTAL 
HEATH ROAD WING, ae (274 beds) 
Applications invited for the post of 
HOUSE PHYSICIAN (pre-registration) 
vacamt September 1, 1956. Detailed applications. 
with copies of three recent testimonials, to Hospital 
Secretary (Pr.6289) 


KINGSTON GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Kingston Hospital, Wolverton Avenue. Kingston- 
upon-Thames 


Applications are invited for the pre-registration 
post of 
HOUSE OFFICER (General Medicine) 
which is available on October 1, 1956. Applications, 
Stating age. qualifications and experience, together 
with two recemt testimonials, should reach the 


Physician Superintendent of the hospital by August 
25, 1956. 


(Pr.6602) 


« 
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PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Portsmouth H 
HOUSE PHYSICIAN (pre-registration) 
65 a Beds. Vacant August 17. 
Mary's Hospital 
HOUSE SICIAN (pre-registration) 
74 Medical Beds. Vacant August 13 
Applications, stating age, experience and quali- 
fications, together with the names of two referees, 
should be forwarded as soon as possible to E. H 
Hurst, 35, Grove Road South, Southsea. (Pr.6366) 


READING AREA DEPARTMENT OF 
MEDICINE 
Applications are invited from provisionally 
registered medical practitioners for three posts as 
RESIDENT HOUSE PHYSICIAN 

All vacant September 1, 1956, for a period of six 
months. Successful applicant will be required to 
carry out duties at the following Reading hospitals 
Royal Berkshire (399 beds), Battle (301 beds), 
Prospect Park (104 beds). Write, immediately. 
stating age. qualifications with dates, nationality. 
Present post, with copy of a recent testimonial, to 
the Secretary, Royal Berkshire Hospital, Reading 
(Pr.5867) 


ROCHFORD, ESSEX, GENERAL HOSPITAL 
(622 beds) 


HOUSE PHYSICIAN (Pre-registration) 
required. Vacant September 15, 1956. Application, 
etc. (one testimonial only necessary from pre- 
registration applicant secking first post), to be 
sent to the undersigned by August 25, 1956.—J. C 


Field, Secretary (Pr.6798) 
NEUROLOGY 
THE HOSPITAL FOR SICK CHILDREN 
Great Ormond Street. _ Leadon, w.c 


There wil] be a vacancy on November 1, 1956, for 
RESIDENT OFFICER 


GLASGOW & WEST OF SCOTLAND 
NEUROSURGICAL UNIT (112 beds) 
KILLEARN HOSPITAL (Killearn by Glasgow) 


SENIOR HOUSE OFFICER 
required for the above unit commencing on 
October 1, 1956. Salary £745 per annum, less a 
charge of £150 per annum for board and lodging 
This post affords experience of neurology in ad- 
dition to neuro-surgery, and is recognized under 
the regulations of the Joint Examining Board in 
England for obtaining the Diploma in Psycho- 
logical Medicine, also by the Royal College of 
Surgeons in England as training in neurology for 
the Final Fellowship Examination in Ophthal- 
mology Applications, giving full particulars of 
experience, together with the names and addresses 
of two referees, should be sent to the Secretary 
and Treasurer, Board of Management for Glasgow 
Western Hospitals, 10. Park Circus, Glasgow. C.3, 
within ten days of the appearance of this adver- 
tisement (6785) 


OBSTETRICS AND GYNAECOLOGY 
FOREST GATE HOSPITAL, E.7 
REGISTRAR in Obstetrics and Gyuaecology 
(Resident) 


Recognized for M.R.C.O.G. Appointment sub- 
ject to review after one year. Application forms 
from Secretary, N.E. Metropolitan Regional Hos- 
pital Board. Ila, Portland Place, W.1, to be 
returned by August 25 (6789) 


THE MIDDLESEX HOSPITAL, wi 


Applications invited for post of 

OBSTETR GYNAECOLOGICAL 
REG AR 

vacant November |! ty at the Middlesex Hos- 

pital and the Hospital for Women, Soho. Rules 

and application forms, obtainable from Deputy 

Superintendent, should be returned, naming two 

referees. by Aueust 31 (6783) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Applications invited for the post of 
RESIDENT REGISTRAR 
in Obstetrics & Gy 
one of two, in the West Manchester Group of 
is with main duties at Park Hospital, Davy- 


to the Neurological and Neuro-Surgical par 

(‘Senior House Officer), Further particulars and 
form of application, which must be returned not 
later than Monday, September 3, 1956, may be 
obtained from the undersigned.—H. F. Rutherford, 
House Governor and Secretary (6493) 


THE NATIONAL HOSPITALS FOR NERVOUS 
DISEASES 


RESIDENT MEDICAL 
HOUSE PHYSICIAN 

Applications are invited for the posts of Resident 
Medical Officer and House Physician (Resident) at 
Maida Vale Hospital for Nervous Diseases, 
London, W.9. Appointments in the first instance 
for six months, renewable. Grading as Senior 
House Officer or Registrar according to experience 
Preference will be given to candidates holding a 
higher degree and previous neurological experience 
will be an asset. Applications, with copies of three 
recent testimonials, should be sent to the 
Secretary at Maida Vale Hospital not later than 
August 25, 1956 (6416) 


NEUROSURGERY 


BRISTOL, COSSHAM/FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE 


Frenchay Hospital (S42 staffed beds, expanding) 


Applications are invited for 
SENIOR HOUSE OFFICER 

in the regional department of Neuro-Surgery 
eae will arise Mid-August and at the end of 
September next. These posts offer useful surgical 
experience and the opportunity of gaining a work- 
ing knowledge of neurological diagnosis. Recognized 
for F.R.C.S. Two referees required. Applications 
to the Secretary. Frenchay Hospital, quoting 
“NaF.” (5613) 


hulme There are 73 obstetric beds, 31 gynaecology 
beds and a special care baby unit of 7 beds at Park 
Hospital. Vacant September. Appointment for one 
year, renewable Application forms from Group 
Secretary, Park Hospital, Davyhuime (6837) 


ST. GILES’ HOSPITAL, Camberwell, London, S.E.5 


invined for appointment as 
NIOR HOUSE OFFICER 


Vacam from September 26. Resident post. Apply 
giving details of age. qualifications and previous 
posts, with copy testimonials. or names of two 
referees. to Group Secretary, Camberwell H.M.C.. 
Dulwich Hospital. S.E.22, not later than August 22 

(6651) 


NORTH STAFFORDSHIRE ROYAL 
INFIRMARY, Stoke-on- Stoke-on- Treat 


> og) par at) 


SENIOR HOUSE OFFICER 
required. Post vacant very shortly. Recognized tor 
M.R.C.O0.G. (Surgery) Experience in abnorma: 
obstetrics availabic, but the work is mainly 
gynaecological Detailed applications, with copy 
testimonials, to Group Secretary, H.M.C., Princes 
Road, Stoke-on-Trent (6049) 


OLDHAM AND GENERAL 
HOSP’ PITA 


APPOINTMENT OF SENIOR HOUSE OFFICER 
(Obstetrics & Gynaecology) 

Applications are invited for the above appoint- 
ment, becoming vacant on September 28, 1956. 
The Obstetrical Department contains 72 beds and 
there are 48 Gynaccological beds. The post is 
recognized for the MR.CO.G. and D.Obsi 
RCOG Applicants should have had some 
obstetrical experience and the appointment is for 
12 months Applications, containing full par- 
ticulars of qualifications and experience, together 
with the names of two persons to whom reference 
may be made. should be forwarded to the Group 
Secretary, Oldham and District Hospital Manage- 
ment Committee, Central Offices, Rochdale Road. 
Oldham (6481) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 
Queen Alexandra Hospital 

SENIOR HOUSE OFFICER 
for Gynaccological Department (39 beds), vacant 
now, recognized tor MR.C.0.G Applications, 
stating age, experience and qualifications, together 
with the names of two referees, should be for- 


warded as soon as possible to E. H. Hurst, 35, 
Grove Road South, Southsea (6367) 


SOUTH MANCHESTER HM.C. 
Withington Hospital, Manchester 20 


Applications are invited ! for the post of 
SENIOR OFFICER 


becoming vacant on 1, 1956. The 
Hospital takes part in undergraduate medical 
teaching and the post is recognized in obsictrics 
and gynaecology for M.R.C.O.G. purposes. An 
application form should be obtained from the 
Group Secretary at the Hospital and returned with- 
in 14 days of the appearance of this advertisement, 

(6811) 


THE UNITED SHEFFIELD HOSPITALS 


RESIDENT PATHOLOGIST Senior House Officer 
required from October 1, 1956. Appointment forms 
part of a training scheme for candidates for the 
M.R.C.0.G. examination. If cligible the holder 
will be able to apply for transfer to a clinical ap- 
in the hospital in due course. Applica- 


AMENDED ADVERTISEMENT 
ASHTON, HYDE AND GLOSSOP HOSPITAL 
MANAGEMENT COMMITTEE 
SENIOR HOUSE OFFICER 
(Obstetrics /Gynaecology) 
required at Ashton-under-Lyne General Hospital. 
Bed complement 8&2 obstetric and 26 gynaecology. 
Recognized for MR.C.O.G. Vacant September 1. 
1956 (previously advertised as vacant August 4, 
1956). Applications, with copies of two testi- 
monials, should be forwarded to the Group 
Secretary, Ashton-under-Lyne General Hospital. 
Ashton-under-Lyne, Lancs (6607) 


EPPING, ST. MARGARET'S HOSPITAL 
(480 beds) 


RESIDENT SENIOR HOUSE OFFICER 
(Obstetrics) 


vacancy occurring September 21. Post recognized 
for D(Obst)R.C.0.G. Salary on national scale 
less deduction for board, lodging. etc. Busy general 
hospital with easy access to London. Applications, 
with two recent testimonials, to the Group Sec- 
retary. Epping Group H.M.C.. “ Oak Cottage,” 
The Plain, Epping, Essex, by August 23, _™* 


pe 

tions, with copies of three recent testimonials. 

should be sent at once to the Superintendent, Jessop 

Hospital for Women, Leavyercave, Shefficid, 3 
(6838) 


QUEEN ry HOSPITAL FOR THE EAST 
END, Stratford, London, E.15 


SENIOR OBSTETRIC HOUSE SURGEON 
(S.H.0. Grade) 
commencing October |, 1956 


JUNIOR OBSTETRIC HOUSE SURGEON 
(Post-registration) 


commencing October 1, 1956 
Applications, with copies of recent testimonials. to 
Group Secretary, West Ham Group Hospital 
Management Committee, Stratford, E.15, by August 
25. 1956. (6771) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 21 


MEDICAL INSURANCE 


General Monager 
Cheirmen : MD. AN Dixon, ACi!. 


SURPLUS TO MEDICAL 


AGENCY LTD. 
w.cl 
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Hon. Secretar” 


: 
| | 
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| 
| 
= 
‘ Branches at Bristol, Cardiff, Dublin, 
1 NS RANCE ny. tes 
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Obstetrics and Gynaecology —contd. 


GERMAN Dalston, E48 
(General, 157 beds) 


Applications for the 6 months 
nent of Registered 
HOUSE SURGEON (0. & G.) 
post now vacant. should be sent to Group Secre- 
tary, Hackney Hospital, London, E9, quoting 
GH HSO (6808) 


resident appoini 


BEVERLEY. YORKSHIKE, WESTWOOD 
HOSPITAL (229 beds) 


PRE-REGISTRATION HOUSE OFFICER IN 
OBSTETRICS AND GYNAECOLOGY 
Vacant mid-August Hospital has Maternity 
Unit of 22 beds and Gynaccological Annexe of 
ik beds. Fully registered practitioners may apply 
Detailed applications to Group Sccretary (6321) 


HOSPITAL OF ST. CROSS, RUGBY, AND ST. 
MARY'S HOSPITAL. Harborough Magna 


HOUSE OFFICER in Gynaecology and Obstetrics 


Obstetrics 40 beds. Gynaccology 12 beds Not 
pre-registration Vacant mid-August Reudent 
Applications to Hospital Secretary, Hospital of St 
Cros (6301) 


KENT a CANTERBURY HOSPITAL 
Canterbury an beds) 


OBSTETRIC SE SURGEON 
The above post, which is recognized for the 
M.R.C.O.G. and D.Obst. becomes vacant in mid- 
September, 1956 N.H.S. salary and conditions 
Applications, together with two recent testimonials, 
to be addressed to the Hospital Secretary at the 
above Hospital (6775) 


SHEPPEY GENERAL HOSPITAL 
Minster, Sheppey, Kent 


Medway and Gravesend Hospital Management 
Committee 


OBSTETRIC HOUSE OFFICER 
Applications are invited for the above pre- 
reaistration post, vacant on September 12, 1956 
Salary £425 to £525 per annum, according to ex- 
perience Applications, stating age, qualifications 
nationality and experience, to be addressed to the 
Hospital Secretary (6745) 


LEICESTER GENERAL HOSPITAL 


Applications are invited for the pre-registration 
of 
OBSTETRIC AND GYNAECOLOGICAL 
HOUSE SURGEON 


vacant October | Recognized for MRCOG 
(Obstetrics only) and D.Obst COG Applica- 
tions, stating age and qualifications, together with 


<omes of recent testimonials. to the Group Secretary 
No i Hospital Management Committee The 
Leicester Royal Infirmary, by August 23. (Pr.6603) 


BRITISH MEDICAL JOURNAL 


MOORFIELDS WESTMINSTER AND CENTRAL 
EYE HOSPITAL (Moorfields Branch), City Road, 
Leadon, £.C.1 


Applications are invited for the post of 
SIXTH HOUSE SURGEON (Registrar) 
(non-resident) 
The appointment is for a period of four months 
from November |. 1956, and the holder of the 
post at the completion of that time will be cligible 
for appointment as Fifth, Fourth, Third 
Resident Surgical Officer. and subsequently as 
Senior Resident Officer, for similar periods Ap- 
hould be submitted on the official form 


obtainable from the undersigned, stating age and 
qualifications, together with testimonials and photo- 
graph, and be received not later than August 24, 


1956..-A._ J}. M. Tarrant, House Governo: (6732) 


ST. THOMAS’ HOSPITAL, London, S.E.1 


SENIOR REGISTRAR 
to the Ophthalmic Department 
For a period of one vear in the first instance 
from October 22, 1956, to carry out five half-day 


sessions per week Applications, naming two 
referees, to the Clerk of the Governors by August 
31. 1956 (6772) 


BIRMINGHAM REGIONAL HOSPITAL BOARD 


WHOLE-TIME SENIOR REGISTRAR IN 
OPHTHALMOLOGY 

Duties at North Staffordshire Royal Infirmary 
(455 beds) Higher qualification wide experience 
specialty essential Resident or non-resident (3 
miles’ radius of hospital) Successful candidate 
may subsequentiy be required to spend not more 
than two years in a selected hospital of the United 
Birmingham Hospitals in accordance with the ar- 
rangements for the interchange of Registrars agreed 
between the two Boards 15 copies applicaticn 
naming three referces, to Secretary, R.H.B., 10, 
Augustus Road, Birmingham, 15, before August 27, 
1956. Candidates may visit Hospital 


(6654) 
LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR IN. OPHTHALMOL OGY 
St. James's Hospital, Leeds (22 eye beds, 5,600 
new Out-patients annually), and the Public Dis- 
pensary, Leeds. Non-resident Applications, stat- 
ing age, qualifications and details of present and 
previous appointments (with dates) together with 


the names and addresses of three referees, to the 
Secretary, The Joint Registrars Committec, Park 
Parade, Harrogate, by August 24, 1956 (6655) 


SOUTH-WEST MIDDLESEX HOSPITAL 
MANAGEMENT COMMITTEE 


South Middlesex Hospital, Isleworth 


SENIOR HOL SE OFFICER 
for Ophthaimic Unit (30 beds). vacant 
tember Applications to Group Secretary 
Middlesex Hospital, Isleworth. by August 21, 


mid-Sep 
West 
1956 

(6512 


NUNEATON, GEORGE ELIOT HOSPITAL 
HOUSE OFFICER in Gynaccology and Obstetrics 


Pre-registration Recognived MRCOG and 
D.Obs COG Vacant September 2 Applica- 
tions to Hospital Secretary (Pr.6303) 


STOKE-ON-TRENT, CITY GENERAL 
HOSPITAL 


HOUSE OFFICER (Obstetrics and Gynaecology) 
required Vacant September 3. Pre-registration post 
Recognized for MRCOG. and DR.C.OG Ap- 
plications to H.MC. Secretary, Princes Road 
Stoke-on-Trent, as soon as possible (Pr.6302) 


OPHTHALMOLOGY 


NORTH-WEST 


METROPOLITAN REGIONAL 
HOSPITAL BOARD 


ASSISTANT OPHTHALMOLOGIST 


S half-days a week Senior Hospital Medical 
Officer Grade, at Hillingdon Hospital, Uxbridge 
(621 beds) A higher diploma in ophthalmology 
necessary Hospital may be visited by arrange- 
ment with Medical Director Application forms 
obtainable from. and returnable to, Secretary 


Nocth-West Metropolitan Regional Hospital Board 
Ila. Portland Place. W.1, before September 17 
1956 (6790) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


PART-TIME ASSISTANT OPHTHALMOLOGIST 
required for three notional half-days per week. with 
duties in school clinics in Derby. To work under 
the direction of the Consultant Post vacant 
December 25, 1956. Salary within S.H.M.O. scale 
Application forms and further details from the 
Senior Administrative Medical Officer, Shefficid 
Regional Hospital Board, Old Fulwood Road, 
Shefficid, 10. Forms to be returned by September 
8. 1956 (6653) 


— 


UNITED MANCHESTER HOSPITALS 
Manchester Royal Eye Hospital 


Applications are invited for the following posts 
SENIOR HOUSE OFFICER 

HOUSE OFFICE (pre-registration surgical post) 
Applications. giving fulj details of age. nationality 
qualifications, present and previous appointments 
with dates, and the names of two persons to whom 
re‘erence may be made. should be forwarded to 
R. North, General Superintendent, Manchester 
Royal Eye Hospita (6441) 


ROYAL BUCKINGHAMSHIRE HOSPITAL 
Ayle . Backs 
HOUSE OFFICER, OPHTHALMOLOGY 
required immediatcly Post recognized for D.O 
Apply with copies of two recent testimonials to 


Secretary-Supcrintendent as soom as possible 
(6368) 


UNITED OXFORD HOSPITALS 


Applications inv ted for the post of 
HOUSE OFFICER 
in the Oxford Eye Hospital, with effect from 
October 1, 1956 Apn'ications. stating age. quali- 
fications and experience, together with names of 
two referees. to the Administrator, Radcliffe In- 
firmary, Oxford, by August 24, 1956 (6656) 


ORTHOPAEDICS 
ST. ANDREW'S HOSPITAL, Bow, E.3 


ORTHOPAEDIC REGISTRAR 
(Resident or Non-resident) 
Recognized for FRCS Apnointment subject 
to review after one year. Application forms from 


Secretary, N.E. Metropolitan Regional Hospital 
Board. lla, Portland Place, W.1, to be returned 
by August 25. (6791) 


1956 


Aua. 


SHEFFIELD REGIGNAL HOSPITAL BOARD 
Louth County tafirmary (215 beds) 


WHOLE-TIME RESIDENT OR NON-RESIDENI 
REGISTRAR (Orthopaedics & Casualty) 


required Appointmen for one year in. first 
instance Apply to Secretary, Shefficld Regional 
Hospital Board, Old Fulwood Road, Shefficid, by 
August 20, 1956, giving age, nationality, qualifica- 
tions, present and previous appointments (with 
dates), naming three referees (6657) 


METROPOLITAN KEGIONAL 
HOSPITAL BOARD 


Suc TH-WESI 


Croydon Group Hospital Management Committee 


Applications are invited for appointment of 
ORTHOPAEDIC REGISTRAR 
involving both Orthopaedic and Fracture 
Previous Orthopaedic experience essential 
Post vacant October 20, 1956 Application forms 
from Group Secretary, Management Committee, 
Genera! Hospital. London Road. Croydon (6370) 


BOURNEMOUTH & EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE 


Duties 
work 


Royal Victoria Hospital, Bourecmouth (494 beds) 


Applications are invited for the appointment of 
SENIOR HOUSE OFFICER (Resident) 
(Orthopaedic & Casualty combined) 

The post which is now vacant is recognized for the 
F.R.C.S. examination and is normally tenable for 
12 months Applications to the Hospital 
Secretary (6658) 


CARDIFF (near), PRINCE OF WALES 
ORTHOPAEDIC HOSPITAL, Rhydiafar 


SENIOR HOUSE OFFICER 
required. Regional Orthopaedic Centre for South 
Wales area of 220 beds increasing to 290 and 
branch of 70 beds. Out-patients clinic in Cardiff 
Single accommodation at hospital at Rhydilafar 
Forms of application from Group Secretary. 
C.H.M.C.. 44, Cathedra} Road, Cardiff (6659) 


CHERTSEY, St ST. PETER’S HOSPITAL 
(Late Botleys Park War Hospital) (430 beds) 


ORTHOPAEDIC HOUSE SURGEON 
required from August 28, 1956 100 Orthopacdic 
beds. S.H.O. or H.O. (Intern grade) Post 
recognized for and Pre-registration 
Preference given to provisionally registered 


service 

candidates. Salary in accordance with terms and 
conditions of National Health Service Applica- 
tions, together with names and addresses of 
“eferees. to be sent to the Physician Superintendent, 
St. Peter's Hospital, Chertsey. as soon as pos- 
sible (6304) 
ILFORD AND BARKING GROUP HOSPITAL 


MANAGEMENT COMMITTEE 


There is a vacancy for a 

SENIOR HOUSE OFFICER 
Orthopacdic Department, King George Hospital. 
liford (General Hosp.tal 211 beds). Salary will be 
at the rate of £745 per annum, less cmoluments 
Recognized for F.R.C.S. Applications should have 
been registered not less than one year and should 
send applications, accompanied by copies of three 
testimonials, to the undersigned within seven days 
of the appearance of this advertisement.—H_ F 
Harris. Group Secretary (6322) 


LEEDS (near). WOOLANDS ORTHOPAEDIC 
HOSPITAL, Rawdon (92 beds) 


SENIOR HOUSE OFFICER (Orthopaedics) 
required. Applications, stating age, nationality. 
qualifications and experience, with testi- 
monials, to the Secretary. Royal Infirmary, Brad- 
ford (6488) 


MARGATE, ROYAL SEA BATHING HOSPITAL 
(Surgical Tuberculosis and Orthopaedics) 
(241 beds) 


SENIOR HOUSE OFFICER 

The above post (one of two) is largely an 
orthopaedic one, and affords experience in the 
treatment of tuberculous and non-tuberculous 
orthopacdic conditions There is also a genito- 
urinary unit of 35 beds and a small number of 
beds for other tuberculous conditions. The post is 
recognized for the F.R.C.S., and is suitable for 
someone reading for a higher surgical examination 
Salary £745 per annum. less £150 for residential 
emoluments Applications, with copies o 
testimonials, to Hospital Secretary (8974) 


TUNBRIDGE WELLS GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Pembury Hospital, Pembury. near Tunbridge Wells 


Applications invited for appointment of 

HOUSE SURGEON (Senior House Officer) 
to Orthopaedic Unit Post vacamt September 1. 
1956: recognized for F.R.C.S\(Eng.) and tenable 
for one year. Work includes treatment of lone- 
and short-stay cases and traumatic surgery with 
large Out-patient and Fracture Clinics National 
Health Service salary. less £150 per annum for 
board. lodging. etc. Accommodation for a mar- 
ried man could be arranged Apply. stating. age. 
qualifications and experience. with three testimonials, 
to Group Secretary. Sherwood Park. Pembury 


Road, Tunbridge Wells. (6187) 


Aus. 11, 1956 


BEVERLEY. YORKSHIRE, WESTWOOD 
HOSPITAL (229 beds) 


ORTHOPAEDIC HOUSE SURGEON 
(ist, 2ad. or 3rd post) 

Married accommodation available. Offers good 
opportunity for general experience in busy acute 
general hospital Approved pre-registration post 
Fully registered practitioners may apply. Recog- 
nized for F.R.C.S. Vacant now. Apply Group 
Secretary (6323) 


BLACK NOTLEY HOSPITAL 
Braintree, Essex (516 beds) 


Applications invited for post of 

HOUSE OFFICER (Orthopsedic Surgery) 
Duties include care of cases from London Hospital 
Orthopaedic Department First, second, third or 
pre-registration post; tenable for 6 months. Recog- 
nized for F.R.C.S. Applications, with copies of 
three testimonials. to Group Secretary, Colchester 

HM.C.. 14, Pope’s Lane, Colchester, Essex 
(6802) 


BIRKENHEAD HOSPITAL MANAGEMENT 
COMMITTEE 


General Hospital, Birkenhead (174 beds) 


HOUSE SURGEON 

for duties mainiy with the Orthopacdic and E.N.T 
firms for six months from September |, 1956. Post 
approved for pre-registered practitioner and for 
the M.R.C.S. examination Apply, within one 
week. stating age. qualifications, experience, with 
copies of two recent testimonials, to Secretary. 
above Committee, St. James’ Hospital, Birkenhead 

(Pr.6477) 


BLACKPOOL VICTORIA HOSPITAL 
(348 beds) 


HOUSE OFFICER ORTHOPAEDIC AND 
CASUALTY 


Pre-registration post recognized for F.R.CS. 
offering sound experience in a progressing depart- 
ment under two Consultant Orthopaedic Surgeons 
Post available from October 1, 1956. Applications, 
stating age, experience (if any) and giving the 
mames and addresses of two referees, should be 
sent to the Hospital Secretary (Pr.6604) 


BRADFORD ROYAL INFIRMARY 
(507 beds) 


HOUSE OFFICER (Orth. /Cas.) 
required Recognized for Pre-registration and 
F.R.C.S. purposes. Applications in writing, stat- 
ing age. nationality, and two referees, to the 
Secretary. (Pr.6489) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Portsmouth Hospital 


HOUSE OFFICER (pre-registration) 
Orthopaedic Department, 104 beds Vacant now. 
Applications, stating age, experience and qualifica- 
tions, together with the names of two referees, 
should be forwarded as soon as possible to E. H 
Hurst, 35, Grove Road South, Southsea. (Pr.6371) 


SOUTHAMPTON, ROYAL SOUTH HANTS 
HOSPITAL (278 beds) 


ORTHOPAEDIC HOUSE SURGEON 
required Post recognized for pre-registration 
service and tenab!e for 6 months. The Hospital is 
the centre to which ali trauma from a large in- 
dustrial town and port is directed, thus providing 
excellent experience in the treatment of traumatic 
conditions ; paticats with orthopaedic conditions 
are also drawn from a wide arca Applications, 
with copies of testimonials, should be sent as soon 
as possible to the Group Secretary, Southampton 
Group Hospital Management Committee, Bullar 
Street, Southampton (Pr.6442) 


PAEDIATRICS 


QUEEN ELIZABETH HOSPITAL FOR 
CHILDREN, Hackney Road, E.2 


PAEDIATRIC REGISTRAR (Non-resident) 

Post vacant October 12. Experience in treat- 
ment of children essential. Appointment subject to 
review after one year. Application forms from 
Secretary, N.E. Metropolitan Regional Hospital 
Board, Ila, Portland Place, W.1, to be returned 
by August 25 (6792) 


ENFIELD, MIDDLESEX, CHASE FARM 
HOSPITA 


MEDICAL REGISTRAR (Non-resident) 
Experience in pacdiatrics desirable Appoint- 
ment subject to review after one year. Applica- 
tion forms from Secretary, N.E. Metropolitan 
Regional Hospital Board, Ila, Portland Place, W.1, 
to be returned by August 25 (6793) 


Ausa. 11. 1956 


BRITISH MEDICAL JOURNAL 


THE UNITED BIRMINGHAM HOSPITALS 
The Children’s Hospital, 
Ladywood Road, Birmingham, 16 
Applications are invited for the post of 
SURGICAL REGISTRAR 
non resident, vacant September 1, 1956. Excellent 
Opportunities exist for performance of pacdiatric 
Surgery in close association with the Consultant 
Surgeons of the Teaching Hospital Preference 
will be given to candidates holding a higher quali- 
fication. Residence in the Hospital will be re- 
quired when the Resident Surgical Officer is absent 
Forms of application may be obtained from the 
House Governor and should be returned ifh- 
mediatcly.—G. A. Phalp, Secretary to the Board of 
Governors (6549) 


QUEEN ELIZABETH HOSPITAL FOR 
CHILDREN MANAGEMENT COMMITTEE 
lackmey Road, E.2, Shadwell, E.1, and Ban 
w Surrey 


RESIDENT MEDICAL OFFICER (male or female) 
Graded Senior House Officer at Hackney Road 
Applications are invited for the above appointment, 
to become vacamt October 1. 1956 Candidates 
must have had experience in the treatment of sick 
children. The appointment will be for one year 
Application forms may be obtained from the 
Secretary at Hackney Road, and should be returned, 
with copies of not more than three testimonials, 
not later than August 27, 1956 (6721) 


THE ow FOR SICK CHILDREN 
Great Ormond Strect. London, W.C.1 


There will be vacancies on November 15, 1956, 


or a 
HOUSE PHYSICIAN (Senior House Officer) 
and for a 
HOUSE SURGEON (Senior House Officer) 
to the Orthopaedic and Plastic Departments. Fur- 
ther particulars and form of application, which 
must be returned not later than September 3, 1956, 
are obtainable from the undersigned.—H 
Rutherford, House Governor and Secretary (6494) 


NOTTINGHAM CHILDREN’S HOSPITAL 
136 beds (Recognized for the D.C.H.) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Medical) 
becoming vacant early in September The post 
is tenable for 6 months or a year by agreement 
Applications, with copies of two testimonials 
should be sent to the Secretary, Nottingham 
Children’s Hospital, Chestnut Grove. Nottingham 
(6458) 


NOTTINGHAM CHILDREN’S HOSPITAL 
beds (Recognized for the D.C.H.) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Surgical) 
becoming vacant in mid-September The post 
is tenable for 6 months or a year by agreement 
Agetications, with copies of wo testimonials, 

be sent to the Secretary, Nottingham 
Children’s Hospital, Chestnut Grove, Nottingham 
(6459) 


WARRINGTON GENERAL HOSPITAL 


SENIOR HOUSE OFFICER (Paediatrics) 
(Male or Female) 

Applications are invited for the above post, which 
will become vacant on September 1, 1956. (Post 
recognized for D.C.H.) Scale of salary £745 per 
annum, tess £130 for residential emoluments. Ap- 
plications to be forwarded to: H. L. Boot, Group 
Secretary, Warrington & District Hospital Manage- 
ment Committee, c/o General Hospital, Warring- 
ton, Lanes. (6134) 


29 


WEST MANCHESTER H.M.C. 


Park Hospital, ‘General Hospital 
s) 


SENIOR HOUSE OFFICER (Paediatrics) 
required previous experience essential Hospital 
has a midwifery unit of 73 beds. and the Children’s 
Unit comprises ) Thoracic Sureery and 26 
Paediatric beds catering for other specialties 
Hospita| recognized for training for Dipioma in 
Child Health. Application forms from Secretary 

(6460) 


QUEEN ELIZABETH HOSPITAL FOR 
CHILDREN MANAGEMENT COMMITTEE 
Hackney Road, E.2, Shadwell, E.1, and 
Banstead Wood, Surrey 


HOUSE OFFICER 

Appointment will be made for two consecutive 
periods of six months commencing October |, 1956 
First period as House Physician and second as 
House Surgeon and Casualty Officer Application 
forms may be obtained from the Secretary. at 
Hackney Road, and should be returned, with copies 
of not more than three testimonials, on or before 
August 25, 1956 (6731) 


QUEEN MARY'S HOSPITAL FOR THE EAST 
END, Stratford, London, E.15 


PAEDIATRIC HOUSE PHYSICIAN 
commencing September 17, 1956 Applications, 
with copies of recent testimonials. to Group Sec 
retary. West Ham Group Hospital Management 
Committee, Stratford, E.15. by August 25. 1956 

(6773) 


WHIPPS CROSS HOSPITAL, London, E.11 


Applications are invited from fully registered 
medical practitioners for the post of 
HOUSE PHYSICIAN (Post-registration) 
in the Paediatric Department Post recognized 
for the D.C.H. Vacant October 3. Application 
forms from the Hospital Secretary, to be returned 
by August 20, 1956 (6754) 


AYLESBURY. BUCKS, STOKE MANDEVILLE 
HOSPITAL (609 beds) 


HOUSE PHYSICIAN 
for the Paediatric Depariment. The post qualifies 
for D.C.H. Duties will include care of children 
in Infectious Diseases Unit, Plastic Unit and Out- 
patients’ Department Royal Buckinghamshire 
Hospital Recognized pre-registration post, ap- 
plications from registered practitioners will be con- 
sidered. Post vacant September 10, 1956. Apply. 
with copies of two testimonials, to the Administra- 
tive Officer (6374) 


BIRMINGHAM, 9, LITTLE BROMWICH 
GENERAL HOSPITAL 


PAEDIATRIC HOUSE PHYSICIAN (mate /femate) 
Vacant October 1, 1946. Recognized for D.C_H 
includes duties Infectious Diseases Wards, Neonatal 
Department, and Clinics. Apply Physician Supcrin- 
tendent (6324) 


CARSHALTON, SURREY, QUEEN MARY'S 
HOSPITAL FOR CHILDREN 
A general Children’s hospital of 853 beds 


HOUSE SURGEON (resident) 
for acute general surgery required for six months. 
Applicants must have completed twelve months’ pre- 
registration service Applications, statima agc and 
qualifications, together with one recent testimonal 
and the names of two referees, shou'd be submitted 
to the Group Secretary by August 18, 1956. (6305) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 21 


BRITISH MEDICAL JOURNAL 


ABSTRACTS OF WORLD MEDICINE 


Each monthly issue contains abstracts of articles selected for their importance 
from over 1,600 medical periodicals published throughout the world. Adstracts 
of World Medicine covers the whole field of medicine and brings together from 
widely scattered sources the most recent contributions to medical progress, 
abstracted fully enough to indicate their nature and value to the general reader 
and to enable the specialist to assess their importance in relation to his own 
work. Abstracts of World Medicine provides a guide to the literature in 
languages with which the reader is unfamiliar and a means of keeping abreast 
of developments in all branches of medicine. 


Annual Subscription (12 issues) £4 4s. U.S.A, and Canada $13.50 


BRITISH MEDICAL 


B.M.A. House, Tavistock Square, 


ASSOCIATION 


London, W.C.1 
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Paediatrics—contd. 
HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


HOUSE PHYSICIAN Paediatric Unit 
Duties at Victoria Children’s Hospital for three 


nonths, followed by three months on the pacdiatric 
wards, Western General Hospital. An interesting 
and varied post which includes out-patient and 
casualty work This appointment, which com- 


meonces on October 1, 1956. is recognized for the 
Apply. giving experience, testimonials, et.. 
to the Secretary, Western General Hospital, An- 
laby Road. Hall (6660) 


KENT AND CANTERBURY HOSPITAL 
Canterbury (277 beds) 


PAEDIATRIC HOUSE PHYSICIAN 
Tne above post, recognized for D.C.H... in- 
cludes work in the Ward and Out-patient Depart- 
ment and also provides experience in the care of 
the new-born Opportunities cxist for the study 
of preventive medicine among children and child 


guidance work Post vacant at the end of Sep- 
tember. 1956. N.H.S. salary and conditions. Ap- 
plications. together with two testimonials, to be 


addressed to the Hospital Secretary at the above 
Hospital (6776) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


St. Mary's Hospital 


HOUSE PHYSICIAN (Paediatric) 

Vacam August 15. Pacdiatric Unit of 53 beds 
the post is recognized for candidates preparing for 
th Applications, stating agc. experience 
and qualifications, together with the names,of two 
referees, should be forwarded as soon as possibic 
to E H. Hurst. 35. Grove Road South, Southsea 

(6376) 


READING AND DISTRICT HOSPTTAL 
MANAGEMENT COMMITTEE 


Royal Berkshire Hospital (999 beds), Reading 


Applications arc invited from registered and pro- 
visionally registered medical practitioners for the 
resident post of 

HOUSE PHYSICIAN 
m the Paediatric Department; vacant September 
1S for six months. Write, before September 3, 
stating age. qualifications with dates, nationality 
present post. with one copy of recent testimonial, 
to Secretary (6813) 


BIRKENHEAD HOSPITAL MANAGEMENT 
COMMITTEE 


Children’s Horpital, Birkenhead (54 beds) 


PAEDIATRIC HOUSE OFFICER 
required for six months from September |, 1956 
The post. which is open to pre-registration practi- 
tioners and approved for D.C.H., offers excellent 
experience in Medicine, Surgery and Orthopacdics 
Apoly. stating age, qualifications. experience, with 
cOpics two recent testimonials, to Secretary above 
Committec, St. James" Hospital, 4 

(Pr.6722) 


LEEDS, 14, SEACROFT HOSPITAL 


HOUSE OFFICER 
for Children’s Surgical and E.N.T. Wards. Recosr- 
nized pre-registration post. Applications to Chief 


Administrative Officer (Pr.6437) 
PATHOLOGY 
THE ROYAL MARSDEN HOSPITAL 
Fulham Road, §.W.3 


Applications are invited for the post of full-time 
ASSISTANT PATHOLOGIST 
(Senior Hospital Medical Officer 
Department of Clinical Investigation 


arade) in the 
Applications 


(12 copies), together with names of three referees, 
should be sent to the House Governor, w reach 
him not later than August 25 (6551) 


LEEDS REGIONAL HOSPITAL BOARD 


WHOLE-TIME ASSISTANT PATHOLOGIST 
(S.H.M.O, Seale) 
required for duties at hospitals in the Dewsbury. 
Baticy and Mirficld Group, together with relief 
duties as required at hospitals in neighbouring 
groups Experience in Morbid Anatomy an ad- 
vantage The successful candidate will work 
under the general guidance of the Consultant 
Pathologist and will be required w reside in Dews- 
bury. Applications (12 copies), stating age. quali- 
fications and details of appointrecnts heid, showing 
three 


dates, with the names and addresses of 
referees, to the Secretary. Park Parade, Harrogate. 
by August 25 1956 (6377) 
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GROUP MILE END HOSPITAL, 


REGISTRAR IN PATHOLOGY (Non-resident) 
Recognized for D.C.P Experience in Morbid 
Anatomy, Histology. and Haematology desirabic 
Appointment subject to review after one year 
Application forms from Secretary, N.E. Metro- 
politan Regional Hospital Board, Ita, Portland 
Place, W.1, to be returned by August 25. (6794) 


ST. MARY'S HOSPITAL, W.2, 


and 
NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD (Combined Appointment) 


Applications are invited for the post of 
SENIOR REGISTRAR in Anatomy 
The successful candidate will be required to take up 
his duties as soon as possible and will work during 
the first two years of his appointment in the new 
laboratories at Paddington Genera) Hospital. where 
his duties will be concerned with autopsics and 
surgical pathology for Paddington Genera! and St 
Chartes’ Hospitals. The third and fourth years will 
be spent in the Depactment of Morbid Anatomy at 
St. Mary's Hospital Applications, stating nation- 
ality, date of birth. permanent address, qualifica- 
tions, with dates and details of National Health 
Service gradings of previous and present appoint- 
ments, together with the names and addresses of 
three referees, should reach Alan Powditch, House 
Governor, St. Mary's Hospital, W.2, not later 
than August 29, 1956 (6736) 


WORTHING GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


REGISTRAR IN PATHOLOGY 

Applications are invited for the above post, 
vacant from November 28, 1956. This is a Group 
appointment with duties at the two main Hospitals 
Southlands Hospital (427 beds) and Worthing 
Hospita] (273 beds) Forms of application are 
available from the undersigned.—-A. V. Oakton 
Group Secretary, 129. Brighton Road, Worthing. 
Sussex ( 8) 


BEVERLEY, YORKSHIRE, WESTWOOD 
HOSPITAL 


ASSISTANT PATHOLOGIST 

(Senior Hoase Officer Grade 

with attendance at 

Offers experience all 

Detailed ap- 
(6325) 


required in Area Laboratory 
Branch Laboratory. Drifficid 
branches of pathology. Salary £745 


Plications to Group Secretary 


BURY AND ROSSENDALE HOSPITAL 
MANAGEMENT COMMITTEE 


SENIOR HOUSE OFFICER (Pathology) 
Applications are invited for the above residegt 
Post Apply. stating age. qualifications ex- 
perience, nationality, and two referees, to H. Wil- 
kinson Group Secretary. Bury General Hospital. 
Bury. Lancs (6513) 


LEEDS REGIONAL HOSPITAL BOARD 
(in association with the Leeds Medical School) 


Applications invited from fully registered prac- 
titioners for admission on October |, 1956, to the 
Regional Pathological Training Scheme The 
scheme involves four years’ training—two as Senior 
House Officer and two as Registrar and subject to 
satisfactory progress the appointments are renewed 
annually Applications, stating age, qualifications 
and details of present and previous appointments 
(with dates), together with the names and addresses 
of three referces, should be forwarded to the 
Secretary, Park Parade, Harrogate, not later than 
August 24. 1956. from whom further details may 
be obtained on request (6661) 


LEICESTER GENERAL HOSPITAL 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Pathology) 
vacamt immediately. Recognized for the D. Path. 
Applications, stating age, qualifications and ex- 


perience, together with copics of recent testi- 
moniais, to the Group Soepeeery. No. 1 Hospital 
M mam The Leicester Royal 
Infirmary (5705) 


NOTTINGHAM CITY HOSPITAL (811 beds) 
Applications are invited for the post of 
Senior 


RESIDENT PATHOLOGIST ( Officer) 
Previous experience an advantage Post vacant 
October 1 1956 Applications, stating age. 
nationality. qualifications and experience, together 


with copies of not more than three testimonials. to 
be sent to the Group Secretary. Sherwood Hospital. 
Hucknall Road. Nottingham (6558) 


HOSPITAL (975 


Applications are invited for the appointment of 
RESIDENT CLINICAL PATHOLOGIST 
(Senior House Officer) 
vacamt immediately. The duties will consist mainly 
of Clinical Pathology but include P.H. Bacterio- 
logy and V.D. Serology: also egencral and 
emergency work, and supervision of the blood 
banks. Previous experience in Pathology is not 
essential. Applications, torcther with the names 
of two referees, and quoting Ref. No. E /79, should 
be forwarded to the Group Secretary, Oldham and 
District Hospital Management Committee, Centra! 
Offices, Rochdale Road, Oldham (6782) 


. 1956 


AUG. 


SOUTH MANCHESTER H.M.C, 
Withingtoe Hospital, Manchester 26 


Applications are invited for the post of 
RESIDENT CLINICAL PATHOLOGIST 
Senior House Officer grade, which will be vacant 
on August 14, 1956. Previous experience in 
pathology not essential, the post affording oppor- 
tunities for gaining cxperience in all branches of 
clinical pathology Applications, stating) age. 
qualifications, present post, experience and names 
of two referees, to be forwarded to the Group 
Secretary, Withington Hospital, Manchester, 20. 
within 7 days of the appearance of this advertise- 
ment (6812) 


WEST MANCHESTER H.M.C. 


Park Hospital, Davyhulme 
(General Hospital 433 beds) 


SENIOR HOUSE OFFICER 

required in the Group Laboratory. Post vacant 
October 1 and renewable for one year. Duties, 
which alternate with holder of second similar post, 
include routine general pathology and emergency 
investigations. Laboratory recognized for D_ Path 
and D.C.P. examinations. Previous experience not 
essentiai. Application forms from Group Secretary 

(6839) 


THE ROYAL FREE HOSPITAL GROUP 


RESIDENT PATHOLOGIST (House Officer) 

Applications are invited for the above post 
vacant September 1, 1956. from registered men and 
women practitioners. The post is for six months, 
renewable for a further six months Salary and 
conditions of service in accordance with the scale 
laid down by the Ministry of Health for House 


Officers Application forms may be obtained from 
the Secretary, Royal Free Hospital, Gray's Inn 
Road, W.C.1, t© whom they should be returned not 


later than August 23. 1956 (6408) 


PHYSICAL MEDICINE 


THE HOSPITAL FOR SICK CHILDREN 
Great Ormond Street. London, W.C.1 


There is a vacancy for a full-time non-resident 
REGISTRAR 
to the Department of Physical Medicine 
(Registrar Grade) 
The post is recognized to coumt for one year 
towards the Diploma in Physical Medicine. Further 
particulars and form of application. which must be 
returned not later than September 3, 1956, may be 
obtained from the undersigned.—H. F. Rutherford. 
House Governor and Secretary (6496) 


PLASTIC SURGERY 


REGIONAL HOSPITAL 
OARD, Scotland 


Applications are invited for a whole or maximum 

Part-time appointment as 
CONSULTANT 

in the Regional Plastic Surgery Unit 

Duties will be at Bangour General Hospital, the 
Royal Infirmary, Edinburgh. and the Royal Hospital 
for Sick Children, Edinburgh. In addition a plastic 
surgery service. at present based on Dundee, is 
provided for the Eastern Regional Hospital Board 
In addition to a training in gencral, pacdiatric and 
Plastic surgery, experience in the surgery of trauma 
and in the investigation of surgical metabolic 
problems would be an advantage Applications, 
giving particulars of age. qualifications and previous 
experience, together with the names of three 
referees, should be sent to the Secretary. South- 
Eastern Regional Hospital Board, Scotland, 11. 
Drumsheugh Gardens, Edinburgh, 3, by September 
1, 1956. (6831) 


PSYCHIATRY 


NORTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


FULL-TIME CONSULTANT 
Severalls Hospital, Colcheste 
PART-TIME CONSULTANT PSY CHIATRIST 
jon Child Guidance Clinic, N.18 
(Two sessions a week) 
PART-TIME ASSISTANT PSYCHIATRIST 
(S.H.M.O. Grade) 
Mid-Essex Child Guidance Clinic, Chelmsford 
(Five sessions a week) 
Applications (six copies), and names of three 
referees. should reach the Secretary, Ila, Portland 


Place. London. W.1, by Saturday August 25, 1956 
(6816) 


11, 1956 


Psychiatry—contd. 
LEEDS REGIONAL HOSPITAL BOARD 


WHOLE-TIME CONSULTANT PSYCHIATRIST 
specializing in Mental Deficiency, required for 
duties mainly at Westwood Hospital (520 beds) 
and Ashficid House (50 beds), Bradford, and 
associated with Stansficid View Hospital. Tod- 
morden (160 beds). Other duties may be required 
in the Halifax, Bradford (A), (B) and Bingicy, 
Keighicy, Skipton A Settle Groups. The person 
appointed will be Physician Superintendent of the 
above-named hospitals and will be required to 
reside in Bradford The duties include those of 
Medical Arbiter for the Mental Deficiency Arca 
Admission Bureau together with advising the 
Local Health Authorities on clinical aspects of 
Menta! Deficiency as required Applicants should 
hoid the D.P.M., and have had experience in 
Mental Deficiency 

WHOLE-TIME ASSISTANT PSYCHIATRIST 
(S.H.M.O. Scale) required for duties mainiy at 
Scalebor Park Hospital. Burley-in-Wharfedaie. and 
at associated clinics at Skipton, Bingley and Leeds 
The hospital has at present 322 beds, shortly to 
increase by 80. National Health Service, private 
and amenity bed paticnts are admitted. Admission 
rate approximately 400 per year Applicants 
should hold the D.P.M., and have at least 4 years" 
experience in Psychiatry. The post is resident or 
non-resident ; accommodation is available for a 
single person 

WHOLE-TIME ASSISTANT PSYCHIATRIST 
(S.H.M.O. Scale) required for duties in the Com- 
prehensive Mental Health Service established 
between the Naburn and Bootham Park Hospital 
(614 beds) and York Local Health Authority. The 
successful candidate will work under the direction 
of the Physician Superintendent at Naburn and 
Bootham Park Hospital and will undertake $ ses- 
sions in the service of York County Borough at the 
Menta! Health Centre. The person appointed will 
be concerned with the expansion of out-patients’ 
social therapeutic activities and with the Public 
Health aspects of clinical psychiatry Two 
Psychiatric Social Workers are employed. Appli- 
cants should have at least four years’ experience in 
Psychiatry. and hold the D.P.M The person ap- 
pointed to reside in York 

Applications (12 copies). stating age, qualifica- 
tions and details of appointments held, showing 
dates, with the names and addresses of three 
referees, to the Secretary, Park Parade, Harrogate 
by August 25. 1956 (6379) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Whole-time. resident 

ASSISTANT PSYCHIATRIST (S.H.M.O.) 
at Lancaster Moor Hospital (2,500 beds), near 
Lancaster Good accommodation, All modern 
forms of treatment undertaken. Candidates should 
have had wide experience in psychiatry, D.P.M 
desirable. Application forms from the Senior 
Administrative Medical Officer to the Board. 
Cheetwood Road, Manchester. 8. to be returned by 
August 22. (6781) 


NEWCASTLE REGIONAL HOSPITAL BOARD 


Cherry Knowle Hospital, Ryhope, sear Sunderland 
(850 beds) 


ASSISTANT PSYCHIATRIST, 
-O. whole-time 

Candidates should normally hold a D.P.M., but 
applications will be considered from candidates with 
no previous practical experience in psychiatry who 
hold a higher medical qualification, have had wide 
experience in general medicine, including Senior 
Registrar posts, and intend to obtain a D.P.M 
and specialize in psychiatry The appointment is 
non-resident and the successful candidate will be 
required to reside in close proximity to the hospital 
Full particulars from Regional Psychiatrist Ap- 
plications, with names and addresses of three 
referees, to Regional! Psychiatrist, Walker Gate 
Hospital, Benficld Road, Newcastic, 6, within 28 
days (667%) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


WHOLE-TIME SENIOR ASSISTANT 
PSYCHIATRIST 
required for Pastures Hospital, Mickleover, near 
Derby, House available. Salary scale £1,575 by 
£50 to £2,025. Application forms and further 
details from Senior Administrative Medical Officer. 
Shefficid Regional Hospital Board, Old Fulwood 
Road. Sheffield. 10 Forms to be returned by 
September 1. 1956 (6395) 
SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited to fill a vacancy for a 

whole-time 
ASSISTANT PSYCHIATRIST 

to the menta| defective institution at Darenth Park. 
Dartford, Kent. Candidates must have had wide 
experience in Psychiatry and previous mental 
defective experience ; possession of a higher quali- 
fication is desirable. Salary within the scale £1,575 
by €50 to £2,025. Accommodation is available. Ap- 
plicants may visit the hospital. Apply, stating 
nationality, age, sex. qualifications and experience. 
including details of present appointment and of 
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war service, together with the names and addresses 
of three referees, to: The Sccretary, Advisory Ap- 
pointments Comm ttee, South-East Metropolitan 
Regional Hospital Board, 11, Portland Place. W | 
by August 25, 1956 (6679) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


WHOLE.-TIME SENIOR ASSISTANT 
PSYCHIATRIST 
required for Mappericy Hospital, Nottingham 
House available. Salary scale £1,575 by £50 to 
£2,025 per annum. Application forms and further 
details from Senior Administrative Medical Officer, 
Shefficid Regional Hospital Board, Old Fulwood 
Road, Shefficld. Forms to be returned by Sep- 
tember 1, 1956 (6396) 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRARS IN PSYCHIATRY 
(1) Clifton Hospital, York (1,100 beds). Resi- 
dent or non-resident 
(2) Menston Hospital, near Leeds (2.500 beds). 
Resident 
(3) Stanley Royd Hospital, Wakeficld (1.976 
beds) 
If desired, facilities for attending Leeds University 
will be provided if the successful candidates are 
studying for the D.P.M. Applications, stating age 
qualifications and details of present and previous 
appointments (with dates), together with the names 
and addresses of three referees, to the Secretary, 
The Joint Registrars Commitice, Park Parade, Har- 
rogate, by August 24, 1956 (6664) 


MANCHESTER REGIONAL HOSPITAL BOARD 


SENIOR REGISTRAR in Psychiatry 
with duties in the Salford Group of Hospitals 
(Salford Royal and Hope Hospitals) and at Spring- 
ficid Mental Hospital, Manchester Application 
forms. obtainable from the Senior Administrative 
Medical Officer of the Board, Cheetwood Road. 
Manchester, 8, should be returned by August 20. 
1956 (6779) 


NORTH- METROPOLITAN REGIONAL 
OSPITAL BOARD 


PSYCHIATRIC REGISTRAR 
Whole-time, required at Napsbury Hospital, ncar 
St. Albans, Herts, a large mental hospital with 
associated out-patient clinics. Some experience in 
psychiatry desirable Single accommodation avail- 
able. Candidates may visit the bospital by direct 
appointment Application forms obtainable from. 
and returnable to. Secretary, Napsbury Hospital 
Management Committee, Napsbury Hospital, near 
St. Albans, Herts, by Monday. August 20, 1956 

(6795) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
Saxendale Hospital. Radcliffe-on-Treat, sear 
beds) 


Nottingham (930 
(Recognized for D.P.M. examination) 
WHOLE-TIME REGISTRAR OR 5.H.M.O. IN 
PSYCHIATRY 


required. Unfurnished house or self-contained flat 
available. Apply to Secretary. Sheffield Regional 
Hospital Board, Old Fulwood Road, Shefficid, by 
August 20, 1956. giving age, nationality, qualifica- 
tions, present and previous appointments (with 
dates), naming three referees (6665) 


i1FORD AND BARKING GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


There is a vacancy for a 
CLINICAL ASSISTANT 
in the Psychiatric Department at King George 
Hospital, Uford. 2 sessions per week (Tuesday) 
Applicant must be able to carry out psycho-therapy 
treatment and mwst also have had experience in 
child guidance. Remuneration in accordance with 
the Terms and Conditions of Service of Hospital 
Medical and Dental Staff (England and Wales), i.c. 
£175 per annum per weekly half-day. Applications 
accompanied by testimonials to be sent to the 
undersigned within seven days of the appearance of 
this advertisement.—-H. F. Harris, Group Secretary, 
King George Hospital, Uford (6662) 


BURTON-ON-TRENT HOSPITAL 
MANAGEMENT COMMITTEE 
St. Matthew's Hospital, B d, Lichfield 
(1,350 Mental Beds) 
JUNIOR HOSPITAL MEDICAL OFFICER 
(Psy chiatry) 
required Resident accommodation availabie 
Facilities for taking a D.P.M. Course at Birming- 
ham University Applications, with two referees 
to Medical Superintendent (6446) 


CARLISLE. GARLANDS HOSPITAL 
1,060 Beds) 


Applications are invited for the post of 

JUNIOR HOSPITAL MEDICAL OFFICER 
at the above mental hospital. Resident post. Fiat 
is avaliable for which a deduction will be made 
Salary Seale £775 by £50 to £1.075 per annum 
Appointment sub'ect to the National Health Service 
(Superannuation) Regulations and to the Conditions 
and Terms of Service laid down by the Minister of 
Health. Apptications, stating age qualifications 
and experience, and the name of two referees, 
should be semt to the Medical Superintendent as 
soon as possible. (6417) 


BRITISH MEDICAL JOURNAL 


DE LA POLE HOSPITAL 
E. Yorkshire (near Hull) 
1,174 beds, mental iliness and servous disord.. 


JUNIOR HOSPITAL MEDICAL OFFICER 

Hospital has admission rate of over 850 pe 
annum Modern reception hospital, villas anc 
neurosis unit All modern methods of treatmen: 
practised The successful candidate will be 
engaged on work in the admission wards to a con 
siderable extent and for duties at a Psychiatric Da, 
Clinic w be opened shortly. Accepted for D.P.M 
training Residenual Application forms from 
Group Secretary, Hull (B) H.M.C., at the above 
address (5979) 


GLOUCESTER, HORTON ROAD AND CONEY 
HILL HOSPITALS (1,450 beds) 


Applications invited for the appointment of 
TWO JUNIOR HOSPITAL MEDICAL OFFICERS 
Hospital serves the North Gloucestershire Clinical 
Area, including Gloucester, Cheltenham, Stroud 
and Forest of Dean. High admission rate (800). Ali 
modern methods of tcatment. New units provided 
for treatment of neurotics and alcoholics. Expand- 
ing Out-patiem services, long-stay annexes and 
social clubs Encouragement and opportunity for 
study. Salary and conditions Whitley Council 
Single accommodation available Married accom- 
modation a possibility. Applications, with names 
of three referees, to Medical Superintendent within 
14 days (6445) 


LANCASTER MOOR HOSPITAL, Lancaster 
(Regional Mental Hospital) 


JUNIOR HOSPITAL MEDICAL OFFICER 

Applications invited for the post of J.H.M.O 
(Resident). Unfurnished flat available for married 
applicants: furnished quarters for single persons 
Hospital recognized for D.P.M. and facilities 
granted for attending neighbouring universities. All 
modern methods of investigation and treatment 
(Deep Insulin, etc.) carried out; O.P. Clinics ; 
Hospital serving N. Lancashire and Lake District 
Post for initial period of 4 years, but renewable if 
services satisfactory Applications, giving names 
and addresses of two referees, to Medical Superin- 
tendent (6552) 


SLEAFORD, LINCOLNSHIRE, RAUCEBY 
HOSPITAL 


RESIDENT LOCUM TENENS U.H.M.0O., grade) 
required immediately for above mental hospital 
£17 108. per week, less £3 for board, residence 
and laundry This hospital provides experience in 
all branches of psychiatry. Applications to be sent 
to the Group Secretary, Harmston Hall, Lincoln 

(6663) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Graytiagwelt Hospital, Chichester 


Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER 
The post, which is a trainee post, offers wide ex- 
perience in all branches of adult psychiatry, both 
in-patient and out-patient. In addition to 3 out- 
patient clinics and other extra-mural activities 
Graylinewell Hospital has an admission rate of over 
1,100 patients a year, and it has Departments of 
Pathology. Psychology, Electro-Encephalography 
Clinical Research and Neurology. The successful 
applicant will work under the direction of the 
senior medical staff and will also receive formal 
tuition by the Direetor of Research. Accommoda- 
tion in the Hospital is available for a single man or 
woman at £170 per annum. Applications, giving 
details of experience, and the names of three 
referees, should be sent to the Medical Superin- 
tendent not later than two wecks after the appear- 


ance of this advertisement (6841) 
LANCASTER MOOR HOSPITAL, Laacaster 
(Regional Mestal Hospital) 


Applications invited for | pont of 
SENIOR HOUSE OFFICER (Resident) 
Board and residence for unmarried applicant avail- 
able for which a charge of £140 to £160 per annum 
is made. Hospital. which has 2.700 beds, serves 
North Lancashire. Westmorland and parts of the 
West Riding of Yorkshire, and has an admission 
rate of almost 800, of which 80% are voluntary 
All modern forms of treatment are carried out 
Facilities afforded to attend D.P.M. course. Salary 
according to National Terms and Conditions of 
Service Apply Medical Superintendent (6101) 


ROYAL EDINBURGH HOSPITAL FOR 
MENTAL AND NERVOUS DISORDERS 
Applications are invited for the post of 
HOUSE OFFICER to the Professorial Unit 
of the Jordanburn Nerve Hospital. which is 
attached to the Department of Psvchological Medi- 
cine of Edinburgh University The post, which 
ranks as a pre-registration appointment in medi- 
cine. entails in-patient and out-patient duties and 
will be vacant from October 1. 1956 Accommoda- 
tion may be available. Applications with partucu- 
lars of experience. etc.. and names of two referees, 
should be made within two weeks of the appearance 
of this advertisement to the Physician Superinten- 
dent, West House, Morningside Place. wr 
(Pr.6767) 
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RADIOLOGY 
CHANNEL ISLANDS, JERSEY, GENERAL 
HOSPITAL 


Applications are invited for the post of 
Cc ONS . TANT RADIOL ocist 
part at a salary f per 
annum, risine by equal annual increments to 4 
maximum of £1,970 per annum The post is 
vacamt on October 1, 1956 Private Radiologica 
pract available. Applications to be submitted by 
August 18, 1956, to The President, Public Health 
Commitice, Generaj Hospital. Jersey. (618 


MANCHESTER REGIONAL HOSPITAL BOARD 


time Of Maximum part-time additional 


CONSULTANT RADIOLOGIST 


Whole 


to the Blackburn and District Hospitals (Blackburn 
Royal Infirmary, Queen's Park Hospital, Blackburn 
and Victoria Hospita Accrington, ctc.) Wide cx 
pericnc and higher qualifications csscnual Ap- 
Plication forms from th Semor Administrative 
Medical Officer to the Board, Cheetwood Road 
Manchester, 8. to be returned by August 27. 1956 

(6778) 


SOUTH-EASTERN REGIONAL HOSPITAL 
BOARD, Scotland 


Applications are imvited for the appoimiment of 
CONSULTANT RADIOLOGIST 


for two notional half-day The duties will be at 
the Princess Margarct Rose Hospital and Asticy 
Ainsiic Hospital, Edinburgh Appl.cations iving 
particulars of age. qualifications and prevs 
perience, together with the names of three 
should be sent to the Secretary South 
Regions! Hospital Board, Scotland, 11, Dri cugh 
Gardens, Edinburgh, 3. by September 1. 1956 

74! 


LIVERPOOL REGIONAL HOSPITAL BOARD 
South Liverpool Groep 


Applications are invited for the 


WHOLE-TIME ASSISTANT RADIOLOGIST 


(Senior Hospital Medical er) 
with duties at hospitals in the abow 
main'y at Sefton General Hospital (816 beds) Ap 
plicants should possess a Diploma im Radiwoloe 
and have had wide experience in Radiology. Form: 
of application from, and to be returned two. Dr. T 
Liovd Hughes Semor Administrative Medxa 
Officer. Liverpool Regional Hospital Board. 19 
James Street. Livernox 2. to be received = 
later than September |. 1956 —Vincent Col 
Secretary *he Board (6817 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


REGISTRAR IN RADIOLOGY 
X-ray Diagnostic Department required at Rova 
Northern Hospital Candidates should possess 
DM.R D. Hospital may be visited by direct ap- 
ponmtment. Application forms obtainable from. and 
returnable to, the Secretary Royal Northern 
Hospital, Holloway Road. London. N.7. by August 
21, 19%6 (6819) 


ROVAL FREE HOSPITAL 


SENIOR REGISTRAR X-ray Department 

Applications are invited for the post of Senior 
Registrar to the X-ray Department at the Royal 
Free Hospital The post is non-resident for one 
year im the first instance Duties to commence 
October |. Candidates should be registered medica 
Practitioners of not more than 10 years’ standing 
and should hold the DMR. (D). Formal applica- 
tions, giving details of experience. etc togcther 
with mames of three referees. should be sent to th 
Secretary to the Board of Governors. Royal Free 
Hospital, Gray's Inn Road, W.C.1, not later than 
September | (6818) 


Carshaltoa, Surrey 


SENIOR RADIOLOGICAL REGISTRAR 
Post vacant October |. Candidates may visit the 
Hospital by prior arrangement with the Director of 


ST. HELIER HOSPITAL, 


Radiology (Tel.: Fairlands 4343—Ex. 37). Forms 
of application, returnable by August 25. obtainabic 
from the Group Secretary at above address. (6666) 


THE UNITED BIRMINGHAM HOSPITALS 


Applications ate invited for the post of 
SENIOR REGISTRAR in Radiodiagnosis 
(Non-resident) 

Candidates must powess the D.M.R.D. Appoint- 
ment for one year in the first instance. The success 
ful candidate may be required to spend not more 
than two years in a selected hospital of the Bir 
mingham Regional Hospital Board in accordance 
with an arrangement for the interchange of regis 
wars agreed between the two Boards Application 
forms may be obtained from the Secretary to the 
Board United Birmingham Hospitals Queen 
Elizabeth Hospital, Birmingham. 15. and should 
be returned to him not later than August 25, 1956 

(6759) 
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THE UNITED SHEFFIELD HOSPITALS 


Applications invited for or the non-resident post of 
REGISTRAR to the Department of Radiology 
Hospital Units. Ap- 


at the Royal Infirmary Royal 

plications. with names of three referees, should be 
sent not later than August [8. 1956, to the Chief 
Administrative Officer The United Shefficid 
Hospitals, West Strect, Shefficid. | (6462) 


THE MIDDLESEX HOSPITAL, W.1 

Applications invited from candidates reading for 
the D.M.R.D. for the post of 

SENIOR HOUSE OFFICER 

in the Department of X-Ray Diagnosis. Preference 
will be given to candidates with a higher dcgrec 
Forms of application. obtained from the Deputy 
Superintendent, should be returned, naming two 
referees. by August 31 (6784) 


RADIOTHERAP 
MANCHESTER REGIONAL HOSPITAL BOARD 


WHOLE-TIME CONSULTANT 
RADIOTHERAPIST 

Hospital! and Holt Radium Institute 
F.F.R. essential, other higher medica! 
qualifications desirabie Application 
the Senior Administrative Medical 
Board, Cheetwood Road. Manchester 
August 21. 1956 (6780) 


BOARD 


Christie 
Manchester 
or surgica 
forms from 
Officer to the 
8. to be returned by 


LEEDS REGIONAL HOSPITAL 


(S.H.M.O. Scale 


in the Radio for duties 
mainiy at the. ‘Bradford Radium Institute together 
with relief duties as may be required at Regionai 
Centres in Hull and Leeds. The person appointed 
to work onder the supervision of the Senior Con- 
sultant im Radiotherapy and to reside in the Brad- 
Applications (12 copies). stating age, 

tioms and details of appointments held, 
showine dates, with the names and addresses of 
three referees. to the Secretary. Park Parade. Har- 
cate. by August 1956 (6380) 


NEWCASTLE REGIONAL HOSPITAL BOARD 
Regional Cancer Service 


REGISTRAR RADIOTHERAPIST 
whole-time. mainiy at Shoticy Bridge General 


Hospita Singic accommodation available Ap- 
plications. with names and addresses of three 
referees, to Senior Administrative Medical Officer. 


Newcastle Regiona| Hospital Board, Walker Gate 
Hospital. Benficld Road. Newcastle-upon-Tyne, 6 
within 14 days (6667) 
SOL TH-EASTERN REGIONAL HOSPITAL 
BOARD. 


Applications are invited for the appointment of 
REGISTRAR IN RADIOTHERAPY 


1956 


INGBROKE HOSPITAL 
Wandsworth Common, S.W.11 


South-West Me Hospital Boare 


SURGICAL REGISTRAR (Resident) 
for 1 year in first instance from October. Holder 
required as part of his duties to act as Group 
Admissions Officer. alternate periods of 3 months 
Forms of application, to be returned compicted 
within 14 days of this advertisement, from Group 
Secretary. Battersea A Putney Group Hospital 
Management Committce. 54. Upper Richmond 
Road, S.W.15 (6670) 


FULHAM HOSPITAL 
St. Dunstan’s Road. Hammersmith, W 6 
Applications are invited for appointment as 
SURGICAL REGISTRAR 


post vacant September 16, 1956. Candidates may 
visit the hospital by arrangement with the Hospital 
Secretary. Applications (6 copies) to be submited 
by August 24, 1956. on forms obtainable from, 


Fulham and 


and returnable to. Group Secretary 
Kensington Hospital Management Committee, § 
Collingham Gardens, London, S.W 5 (6809) 


N.E. METROPOLITAN REGIONAL HOSPITAL 
BOARD 


SURGICAL REGISTRAR 
(Resident or Non- nt) 
Oldchurch Hospital, Romford, Essex 
Recognized for FRCS 
SURGICAL REGISTRAR 
(Resident or Non-resident) 
Mary's Hospital for Women cand Children, 
Plaistow, E.13 


St. 


Appointuments subject to review after one year 
Application forms from Secretary, lla. Portland 
Place, W.1, to be returned by August 25 (6796) 


ALTON, HENRY GAUVAIN HOSPITAL 
(Lord Mayor Ti Group H 
Committee 


Applications are invited for the post of whole 
time 
REGISTRAR 

in hospital of 114 beds for Surgery. Non-pulmonary 
Tuberculosis and Orthopacdics. Post vacant carly 
in September for one year, renewable for a second 
Preference given to candidates holding F.R.C.S 
Person appointed to act as deputy to Surgeon 
Superintendent. Residence in house near hospital 
can probably be provided for married man. Write 
for application form to the Secretary. Lord Mayor 
Treloar Goup Hospital Management Committee, 
Treloar Hospital. Alton, Hants (6550) 


CARSHALTON, QUEEN MARY'S HOSPITAL 
FOR CHILDREN (853 beds) 


SURGICAL AND ORTHOPAEDIC REGISTRAR 
required for duties which include 60 orthopaedic 
beds and shared registrar responsibility for 60 


at the Royal Infirmary and the Western Genera! 
Hospital. Edinburgh Applications, giving par acute and general beds. Applicants are invited to 
ticulars of age. qualifications and previous e¢x- visit the hospital by appointment with the Physician 
perience. together with the names of two referees. Superintendent. Applications, which should be 
should be submitted to the Secretary, South-Eastern made on forms obtainable from the Group 
Regional Hespital Board, Scotland, 11, Drums- Secretary, should be returned by August 18, 1956. 
heugh Gardens, Edinburgh. 3. by September | (6382) 
= LEIGH INFIRMARY, The Avenue, Leigh, Lancs 
v 
ROVAL NORTHERN HOSPITAL, N.7 1102 beds) 
SENIOR HOUSE OFFICER (trainee) 
for Radiotherapy Departments, Royal Northern REGISTRAR IN GENERAL SURGERY 
Hospital, Holloway, and Prince of Wales Hospital (resident) for the above acute gencra! hospital. Post 
Tottenham. Hospitals can be visited by appoint- vacant August 31, recognized for F.R.C.S. Ap- 
ment App'ications, with copies of recent testi- plications to Secretary, Wigan and Leigh Hospital 
monials. to be sent to Hospital Secretary by August Management Committee. Knows!icy House, Wigan 
18, 1956 (6497) (6545) 
mre MANCHESTER REGIONAL HOSPITAL BOARD 
SURGERY 
SOUTH-WE RESIDENT SURGICAL REGISTRAR 
ee — HOSPITAL required in the Blackburn & District Group with 
duties mainly at Queen's Park Hospital, Blackburn 
(640 mainly general beds) Post recognized for 
Clinical apse F.R.C.S. Application forms obtainable from the 


Applications are invited for the appointment of a 
CONSULTANT SURGEON 

to Southmead Hospital, Bristol. The appointment 

will be held on a part-time basis (7 sessions). The 

successful candidate, in addition to duties at 

Southmead Hospital, which will include supervision 


f the Casualty Department. will have charge of 
beds at the Walker Dunbar Hospital; he will also 
be required to visit other hospitals in the clinica! 
area as determined by the Regional Board from 
time to time. Twelve copies of applications, stat- 
ing date of birth. qualifications and experience. 
together with the names and addresses of two 
referees, should be sent to the Secretary of the 
Regional Hospital Board, 27. Tyndails Park Road 
Bristol. 8, not later than August 31, 1956. (6800) 


ARCHWAY GROUP H.M.C. 


SURGICAL REGISTRAR 
required at Whittington Hospital, N19, for General 
surgical unt of 56 beds. Hospital may be visited 
by direct appointment Application forms from 
and returnable to, Group Secretary, 46, Cholmeley 
Park. N.6, by August 21, 1956. (6669) 


Secretary of the Committee, Royal Infirmary, Black- 
burn, Lanes. (6291) 


MANCHESTER REGIONAL HOSPITAL BOARD 


Applications are invited for a resident post of 
SURGICAL REGISTRAR 
at the North Lonsdale Hospital, Barrow-in-Furness 
Post recognized for F.R.C.S. Applications to Group 


Secretary. Barrow and Furness Hospital Manage- 
ment Committee, 105, Abbey Road, Barrow-in- 
Furness (6723) 


MANCHESTER REGIONAL HOSPITAL BOARD 
(South Manchester H.M.C.) 
The Board invine apolications 
Practitioners for the post of 
RESIDENT SURGICAL OFFICER 
Registrar Grade, at the Christie Hospital and Holt 


from Registered 


Radium Institute Applications, vith full details 

including the names of two referees. to be for- 

warded to the Group Secretary, Withington 

Hospital, Manchester, 20, immediately. (6520) 


11, 1956 
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NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


WHOLE-TIME SURGICAL REGISTRAR 
required September 1, 1956, at the Luton and 
Dunstable Hospitai, Luton, Beds (250 beds). The 
post is recognized for F.R.C.S. The hospital may 
be visited by direct appointment Application 
forms obtainable from the Secretary, Luton and 
Hitchin Group H.M.C., St. Mary's Hospital, Luton, 
Beds, and returnable by August 17, 1956 (6058) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


WHOLE-TIME RESIDENT OR NON-RESIDENT 
SENIOR SURGICAL REGISTRAR 
(transitional appoiniment) 
required at City General Hospital. Sheffield. for 
ome year in first instance The successful candi- 
date to reside at the hospital when “ on call."” Ap- 
plications invited from Senior Surgical Registrars in 
their fourth or subsequent years and from those 
who held such posts for three years or more, but 
vacated them after January 1. 1951 Apply to 
Secretary, Shefficid Regional Hospital Board, O'd 
Fulwood Road, Shefficid, by August 20, 1956, giv- 
ing age, Nationality, qualifications, present and 
Previous appoiniments (with dates), naming three 
referees (6385) 


SOUTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Applications are invited for a whole-time ap- 
pointment as 
RESIDENT SURGICAL OFFICER 
to fill a vacancy in the approved establishment at 
the Sidcup and Swaniey group of hospitals. The 
successful candidate will be required to reside at 
Queen Mary's Hospital, Sidcup. Married quarters 
are available The salary will be £965 per annum 
and the appointment will be in accordance with the 
Terms and Conditions of Service of Hospital! 
Medical and Dental Staff (England and Wales) and 
will be for one year in the first instance, renewable 
for a further year. Applications, giving particulars 
of age, qualifications and experience with relevant 
dates, together with the names and addresses of 
two referees, to be sent to the Secretary, 
Registrars Committee, South-East Metropolitan 
Regional Hospital Board, 11, Portland Place, 
London, W.1, not later than August 25, 1956. 
(6668) 


SUTTON AND CHEAM HOSPITAL 
Cotswold Road, Sutton, Surre 


SURGICAL REGISTRAR 
Post vacant mid-October. Candidates may visit 
hospital by prior arrangement with Secretary (Tel.: 
ViGilant 8691). Forms of application, returnabic 
by August 25, obtainable from the Group Secretary, 
St. Helier Hospital, Carshalton, Surrey. (6671) 
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MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTEE 


All Saints’ Hospital, Chatham 


SENIOR HOUSE OFFICER 
: in General Surgery 

required from September 8, 1956. The appoint- 
ment will be for twelve months at a salary of £745 
per annum, less £150 for residential emoluments 
Applications, giving details of age, qualifications 
and expericnce, with copies of three recent testi- 
monials, to be addressed to the Hospital Sceretary. 

(6470) 


MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTEE 


Sheppe) General Hospital, Minster, Isle ot 
Sheppey, Kent 


HOUSE SURGEON (Senior House Officer grade) 
Applications are invited from registered medical 
practitioners with previous hospital experience for 
the above post, vacant now (senior of three). Ap- 
pointment will be for twelve months at a salary 
of £745 per annum. Suitabie for candidate seeking 
further clinical expericnce and opportunity for 
reading for higher qualifications Applications, 
Stating age. qualifications, nationality and ecx- 
perience, to be addressed to the Hospital Secretary 
(6472) 


NEWPORT, MON., ST. WOOLOS HOSPITAL 
(379 beds) 


SENIOR HOUSE OFFICER 
required. (Non-resident.) Post is of a senior 
character. Surgical Department of 46 beds con- 
sists of Consultant engaged only here, House 
Surgeon and this post Recognized F.R.C.S. tor 
6 months Excellent experience Write quoting 
two referees to T. A. Jones, Group Secretary, 64, 
Cardiff Road, Newport, Mon (6390) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


(1) Queen Alexandra Hospital 
SENIOR HOUSE SURGEON 
(87 surgical beds). Vacant Septcmber 1. 1956. 
(2) Royal Portsmouth H 
SENIOR HOUSE SURGEON 
(70 surgical beds). Vacant September 19, 1956. 
Applications, stating age, experience and qualifica- 
tions, together with the names of two referees, 
should be forwarded as soon as possible to E. H. 


Hurst. 35. Grove Road South. Southsea (6672) 
RICHMOND, SURREY, ROYAL HOSPITAL 
General Hospital, 121 beds 


Acute . 


SENIOR HOUSE OFFICER in Sergery 
required. Resident post available for six or twelve 
months, vacant September 11. 1956. Applications 


UNITED OXFORD HOSPITALS 


Applications are invited for the post of 
REGISTRAR IN GENERAL SURGERY 
at the Radcliffe Infirmary from September 1, 1956. 
for one year in the first instance. Applications, on 
forms obtainable from the Administrator. Radcliffe 
Infirmary. Oxford, should be received not later 
than August 20. 1956 (6387) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following ap- 
pointment, which will be for one year in the first 
instance : 

REGISTRAR IN SURGERY 
based at Broadstone Hospital Port Glasgow. Ap- 
plications (12 copies), stating date of birth, qualifica- 
tions. experience, present appointment, and the 
names of three referees, to reach the Secretary. 
Western Regional Hospital Board. 64. West 
Regent Street, Glasgow, C.2. by August 25. 1956 
These appointments are subject to the National 
Health Service (Scotland) (Superannuation) Regu'a- 
tions (6833) 


SUNDERLAND AREA HOSPITAL 
MANAGEMENT COMMITTEE 


Team No. 3—82 Surgical Beds 


Applications are invited for the appointment of 
JUNIOR HOSPITAL MEDICAL OFFICER or 
SENIOR HOUSE OFFICER 
according to experience, at Ryhone General 
Hospital This appointment also includes Out- 
patient experience at the Royal Infirmary and the 
Children’s Hospital, Sunderland. The post, which 
is recognized for the F.R.C.S. examination, is 
vacant on September 10, 1956. Apply immediately, 
naming two referees. to the Hosp'tal Secretary. 
Lecholme Hospital, Easing:on. Co. Durham. (6762) 


immediate!y to Administrative Officer (6330) 
STOURBRIDGE (near), WORDSLEY HOSPITAL 
(478 beds) 


SENIOR HOUSE OFFICER (Surgical) 
Post vacant October, 1956. Apply Group Sec- 
retary, Guest Hospital, Dudiey, Worcestershire . 
(6842) 


STROUD GENERAL HOSPITAL, Glos 


SENIOR HOUSE OFFICER 
required, mainiy for Surgery Locum appoint- 
ments would be considered. Favourable experience 
for those wishing to enter general practice Ap- 
plications, naming two referees, to a Sec- 
retary. 6803) 
TEES-SIDE HOSPITAL 
COMMITTEE 


Hemlington Hospital, Middlesbrough (282 beds) 


Applications are invited for the appointment of 
SENIOR HOUSE SURGEONS 

at the above hospital. Duties will cover all 
surgical beds of the hospital, whch include acute 
surgery, gynaecology and plastic surgery A pplica- 
tions. stating age. qualifications, and giving two 
names for reference. should be sent, as soon as 
possible, to the Hospital Secretary. (S980) 


THE LEICESTER ROYAL INFIRMARY 


Applications are invited for the post of 
HOUSE OFFICER, Surgical 
vacant August 1. The post is tenable for one year 
with rotating duties in the Surgical. Orthopaedic 
and Casualty Departments and is recognized for 
the F.R.C.S. Applications, stating age, qualifica- 
tions and experience. with copies of two recent 
testimonials. to the Group Secretary, No. 1 Hospita! 
Management Committee, The Leicester Royal In- 
firmary (6329) 


SOUTH-WESTERN HOSPITAL 
Landor Road, S.W.9 


RESIDENT HOU SE SURGEON 
(Senior House Officer Grade) 
required to take charge of 32 Surgical beds under 
the direction of the Surgical Consultant of Lambeth 
Hospital. Kennington: also to work under the 
F.N.T. Surgeon at the South-Western Hospital. 
Recognized for the F.R.C.S. Forms of applica- 
tion from the Secretary. (6673) 


Beer 4974 


YEOVIL HOSPITAL, Somerset 


Applications are invited for the post of 
RESIDENT SENIOR HOUSE OFFICER, § 
Yeovil is the main acute General Hospital of the 
Group and affords good all-round practical cx- 
perience Applications, giving age, experience. 
qualifications, nationality and names of three 
referees, to be sent to the Group Secretary, South 
Somerset Hospital Management Committee, 71. 
Higher Kingston, Yeovil. (6306) 
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WARDE-ALDAM HOSPITAL, South Elmsall 


Applications are invited for the post of 
RESIDENT SURGICAL OFFICER 
(Senior House Officer grade) 
Warde-Aldam Hospital is a general hospital o: 
39 beds (General and Orthopacdic Surgery anv 
E.N.T.). Furnished flat availabic The appoin:- 
ment is of attraction to surgeons reading for 
Fellowship. Applications, giving details of quali- 
fications and previous experience, with names of 
two referees, to be forwarded to the undersigned 
not later than August 15, 1956.--D. G. Davies 
(Secretary), Great Northern House, Salter Row, 
Pontefract, Yorks (6294) 


PUTNEY HOSPITAL 
Lower Common, Londoa, S.W.15 


HOUSE SURGEON 
Resident. Vacant, September 1, 1956. Open to 
registered practitioners and pre-registration candi- 
dates. Apply Hospital Secretary, enclosing copies 
of three recent testimonials, by August 15, 1956 
(6283) 


QUEEN MARY'S HOSPITAL FOR THE EAST 
END, Stratford, London, E.15 


HOUSE SURGEON (Post-registration) 
commencing September 16, 1956. Applications, with 
copies of recent testimonials, to Group Secretary 
West Ham Group Hospital Management Com- 
mittee, Stratford, E.1S. b/s August 25, 1956. (6774) 


WANSTEAD HOSPITAL 
Hermon Hill, London, E.11 (191 beds) 


HOUSE SURGEON 
required, post vacant September 15, 1956 
Recognized for F.R.CS Applications, with full 
details, and copies of two recent testimonials, 
should be seni immediately to Secretary, Forest 
Group H.M.C., Langthorne Road, E.11 (6609) 


AMERSHAM GENERAL HOSPITAL 


RESIDENT HOUSE SURGEON 
required September 1, 1956. This appointment in 
a busy eecncra!l hospital (including 136 acute beds, 
6 residents) affords excelient experience Post 
recognized for F.R.C.S. examinations. Pre-registra- 
tion applicants considered. Apply, with names of 
two referees, to Secretary (6331) 


BEVERLEY, YORKSHIRE, WESTWOOD 
HOSPITAL (229 beds) 


HOUSE SURGEON (ist, or ied 
Vacamt carly Sepiember General surgical 
duties, some orthopacdics Offering good oppor- 
tunity for general experience in busy acute General 
Hospital. Marricd quarters available. Recognized 
for F.R.C.S. Approved pre-registration post. Fully 
registered practitioners may apply Applications 
to Group Secretary (6332) 

EAST RIDING GENERAL HOSPITAL 
Driffield, Yorkshire (247 beds) 


HOUSE SURGEON (ist, 2nd, or 3rd post) 
required now Approved pre-registration post 
Fully registered practitioners may apply. Apply 
Group Secretary, Westwood Hospital, Bevericy. 
Yorkshire (6333) 


GRAVESEND AND NORTH KENT HOSPITAL 
4 Residents 


HOUSE SURGEON 

Applications are invited for above resident post 
vacant August 21, 1956. The successful applicant 
will be attached to two Consultant Surgcons and 
will have opportunities for extensive surgery and 
also special experience in vascular work, Recog- 
nized for F.R.C.S. Approved under pre-registra- 
tion regulations. Salary £425 to £525 per annum 
Frequent train service to London. Applications, 
stating age. nationality, qualifications and cxpcri- 


ence, to Hospital Secretary (6746) 
KENT AND CANTERBURY HOSPITAL 
Canterbury @77 77 beds) 


GENERAL SURGICAL AND ORTHOPAEDIC 
HOUSE SURGEON 

The above post, which is recognized for the 
FRCS. Diploma, Decomes vacant in mid-Sep- 
tember, 1956. N.H.S. salary and conditions. Ap- 
plications. together with two recent testimonials, 
to be addressed to the Hospital Secretary at the 
above Hospital (6777) 


SHREWSBURY HOSPITAL GROUP 


Royal Salop Infirmary /Copthorne Hospital 
(500 beds) 


HOUSE SURGEON 
Vacant September 2. 1956. Pre-registration candi- 
dates cligible Recognized for the F RCS Ap- 
plications, with copy testimonials, to Group Sec- 
retary, Royal Salop Infirmary. Shrewsbury. (6391) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 21 
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Surgery —contd. 


MAIDSTONE. WEST KENT GENERAL 
HOSPITAL (141 beds) 


Mid-Keat Hospital Management Committee 


Applications are invited for the pre-registration 
post of 

HOUSE SURGEON 
Six months appointment. Post vacant now. Salary 
at the rate of £425, £475 to £525 according to ex 
perrence A deduction at the rate of £125 a year 
m made for board and lodging and other services 


provided Applicauions should be forwarded as 
soon as posible to the Administrative Officer at 
the Hospital (6747) 


GERMAN HOSPITAL, London, E.8 
(General 157 beds) 


Applications are mvited for the six months’ resi- 
dent appointment (now vacant) of 

PRE-REGISTRATION HOUSE SURGEON 
and should be sent immediately to Group Sec- 
retary, Hackney Hospital, London, E.9,. quoting 
GH PHS (Pr 6498) 


BOLTON AND DISTRICT HOSPTTAL 
MANAGEMENT COMMITTEE 


Bolton District General Hospital (604 beds) 
RESIDENT HOUSE SURGEON 


for general surgical duties Vacant carly Sep- 
tember, tenable for six months and recognized 
under pre-registration service acheme Also 
recognized for F.R.C.S Applications, with names 
of two referees. to Group Secretary, The Royal 
Infirmary, Bolton (Pr.6674) 


BURTON-ON-TRENT, THE GENERAL 
HOSPITAL 


HOUSE SURGEON 


required at the above hospital Post recognized 
for Pre-Registration purposes Apply. Group 
Secretary (Pr 6565) 


CHELMSFORD & ESSEX HOSPITAL (162 beds) 
Applications are invited for the post of 
RESIDENT HOUSE SURGEON 
Pre-registration post The post will become vacant 
on August 30. and offers good surgical experience 
and is recognized for the F._R.CS Applications 
together with two recent testimonials, to the 
Secretary, Chelmsford Hospital Management Com- 
mittee. London Road, Chelmsford (Pr.5737) 


HASTINGS, ROYAL EAST SUSSEX HOSPITAL 
(1580 beds) 


HOUSE SURGEON 
Pre-registration post vacant September 25. Apply 
to Hospita! Administrator (Pr.6675) 


HUNTINGDON COUNTY HOSPITAL 


Applications are invited for the post of 
HOUSE OFFICER (Surgical) 
pre-registration 


now vacant cm recognized for 


purposes Apply, with full particulars, and names 
of two referces. to Secretary, County Hospital 
Huntingdon (Pr.6093) 


NEWMARKET GENERAL HOSPITAL, Soffotk 


Applications are invited for the post of 
OUSE SURGEON 
now vacant. Duties include surgical House charge 
of gencral surgical E.N.T. Post resident and avail- 
able for six months, recognized for pre-registration 
Applications, with copies of three testimonials, to 
the Medical Superintendent (Pr.6163) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Saint Mary's Hospital (130 surgical beds) 


HOUSE SURGEON (Pre-registration) 
Posts vacant July 23, 29. and 30. Applications, 
stating agc. experience. and qualifications, together 
with names of two referees, should be forwarded 
as soon as powible to E Hurst, 35. Grove 
Road South, Southsea (Pr.9031) 


ROVAL BERKSHIRE HOSPITAL, Reading 
99 beds) 


Applications are invited from provisionally regis- 
tered medical practitioners (male and femaie) for 
resident post of 

HOUSE SURGEON 
Vacant August 21, 1956, and tenable for six months 
Write. before August 10, stating age, qualifications 
with dates, nationality, present post, with copy of 
one recent testimonial, to the Sccretary. (Pr.5868) 


RYHOPE GENERAL HOSPITAL, near Sunderiand 


HOUSE SURGEON 
Post recognized for pre-registration ex- 
perience and for F.R.C.S. examination Post 
vacant September. Apply, naming two referees, to 
the Hospita) Secretary, Leehotme Hospital, Easing- 
tqn. Co. Durham (Pr.6761) 


required 
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WEST MANCHESTER H.M.C. 


Park Hospital, Davyhuime 
Hospital, 433 beds) 


3 HOUSE OFFICERS (General Surgery) 


required pre-registration Posts recognized for 
FRCS examination Posts vacant mid-October 
end October, mid-November respectively Applica- 

(Pr.6742) 


tion forms from Secretary 


THORACIC SURGERY 


ABERDEEN GENERAL HOSPITALS BOARD 
OF MANAGEMENT 


Woodend General Hospital 


Applications are invited for the appointment of 
JUNIOR HOSPITAL MEDICAL OFFICER 
in the Thoracic Surgecry Department of the above 
Hospital. The post, which is non-resident, is subject 
to the conditions of service issued by the Depart- 
ment of Health for Scotland. Applications, giving 
details of qualifications and cxperience. and the 
names of two referees, should be lodged with the 
Secretary, Aberdeen General Hospitals, 62, Queen's 
Road, Aberdeen. within 14 days of the appearance 
of this advertisement (6763) 


WOLVERHAMPTON, THE ROYAL HOSPITAL 
Aa Associated Hospital of the University of 
Birmingham Medical School 


H.O. Thoracic and General Surgery 


Vacamt September § Apply Secretary, with 
copies of testimonials (6757) 
UROLOGY 

ST. PETER’S, ST. PAUL'S AND ST. PHILIP'S 

HOSPITALS 


RESIDENT SURGICAL OFFICER 
(Senior Registrar Grade) 

Required for St. Peter's Hospital on October | 
1956. Applications invited from male candidates on 
the British Register who have completed their 
training in general surgery Appointment for six 
months, with opportunity for a further six months 
if recommended. Candidates should be prepared 
to spend one year at the hospital if required. Ap- 
plications (twelve copies), with twelve copies of 
three recent testimonials. should reach the House 
Governor, St. Peter's Hospital. Henrietta Street 
W.C.2. by September & 1956 (6418) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 


top of page 21 


PUBLIC HEALTH 


CITY OF BIRMINGHAM 
Public Health Department 


ASSISTANT ADMINISTRATIVE MEDICAL 

OFFICER OF HEALTH (Male or Female) 

Applications invited from registered medical 
practitioners for post of Assistant Administrative 
Medical Officer of Health. Candidates should hold 
the Diploma of Public Health The successful 
candidate will have an opportunity to gain adminis- 
trative experience in all branches of the Public 
Health Service. including Maternity and Child Wel- 
fare. Salary scale £1,315 by £52 10s. to £1,525 per 
annum. Commencing salary within the scale will 
depend upon the medical officer's experience. This 
scale is at present under review following the recent 
salary agreement. Pension scheme (including Widows 
and Orphans); medical examination. The success- 
ful applicant will be expected to take up duty in 
about three months’ time. The officer appointed 
will be required to devote his/her whole time to 
official duties and the appointment will be subject 
to three months’ notice on cither side. Applications, 
with the names of three persons to whom reference 
may be made. to be sent to the Medical Officer of 
Health, Councit House, Birmingham, 3, not later 
than August 27. 1956 (6821) 


COUNTY BOROUGH OF READING 


Applications are invited from duly registered 
medical practitioners for the post of 

ASSISTANT MEDICAL OFFICER OF HEALTH 

and SCHOOL MEDICAL OFFICER (male) 

Applicants must possess a D.P.H. or equivalent 
qualification The dutics will be mainiy in con- 
nection with the Maternity and Child Welfare 
Service and the Schoo! Health Service. but the per- 
son appointed will be expected to carry out such 
other duties as may be allocated to him by the 
Medical Officer of Health. There is opportunity 
for experience in the clinical departments of the 
local hospitals. The salary will be on the appro- 
priate step of the scale £1.050 by £50 to £1.200 by 
£55 to £1,475 per annum. according to experience 
and qualifications. Further particulars can be ob- 
tained from the Medical Officer of Health. Town 
Hall, Reading. to whom: forms of application 
should be returned not later than September 1. 
1956.—-G. F. Dariow. Town Clerk. (6814) 


Aus. I1, 1956 


COUNTY BOROUGH OF BRIGHTON 
Health Department 


OFFICER OF HEALTH 


ASSISTANT MEDICAL 
above post 


Applications are invited ior the 
Dipioma in Public Health casential. Duties mainiy 
BCG Vaccination, Infant Welfare and 
Epidemiology. Salary £1,050 to £1,475 according to 
experience Application forms and further details 
from the Medical Officer of Health, Royal York 
Buildings, Brighton, 1. W O Dodd. Town Clerk 

(6428) 


COUNTY BOROUGH OF DERBY 
Education 


SCHOOL MEDICAL OFFICER AND ASSISTANT 
MEDICAL OFFICER OF HEALTH 
inve'ed for the post of Schooi 


Applications are 
Medical Officer of 


Medical Officer and Assistant 
Health in the Pubic Heath Department and 
School Health Service Salary £1,050 to £1,475 
Applicants must be duly registered Medical Prac- 
titioners and the possession of the DP.H. or 
D.C.H. is desirable though not essential Duties 
will include work in connection with Schoo! Health 
and Child Welfare Services. and such other duties 
as may be required by the Council The officer 
appointed will be required to devote his her whoic 
tume to the duties of the post. and to act under the 
instructions of the Medical Officer of Health The 
post ig superannuabie. and the seiccted candidate 
will be required to pass a medical cxamination 
The appointment will be held during the pleasure 
of the Council and is terminable by two months’ 
notice on either side Application forms may be 
obtained from the Director of Education, Educa- 
tion Office, Becket Street. Derby, to whom they 
should be returned, together with copies of not 
More than two recent testimonials, not later than 
August 20. 1956.—G. H. Emlyn Jones, Town Clerk 

(6764) 


COUNTY OF CUMBERLAND 


Applications are invited from registered medical 
practitioners hoiding the Diploma in Public Health 
for the mixed whole-time appointment of 

ASSISTANT COUNTY MEDICAL OFFICER 

AND MEDICAL OFFICER OF HEALTH 
Ennerdale 


to the Whitchaven Borough and the 

Rural District Councils (combined population 
54,000). As an Assistant County Medical Officer 
he will be on the staff of the County Med cal 


Officer for 5 /11ths of his time. As Medica! Officer 
of Health for the remaining 6/11ths of his time he 
will be subject to the Sanitary Officers’ (Outside 
London) Regulations 1935 and 1951, and to the 
control and direction of the respective district 
councils. The salary will be fixed within the range 
£1.600 rising by increments according to scale to 
a maximum of £1.962 in the terms of the Medical 
Whitley Council scales. Travelling and subsistence 
allowances in accordance with the National Joint 
Council scale for essential user Office accom- 
modation and clerical assistance will be provided 
Further particulars and forms of application obtain- 
able from the County Medical Officer, 11, Portland 
Square, Carlisle. to whom applications should be 
submitted before August 31, 1956 (6068) 


COUNTY OF LINCOLN—PARTS OF LINDSEY 


ASSISTANT COUNTY MEDICAL OFFICER 

AND MEDICAL OFFICER OF HEALTH FOR 

THE BARTON-ON-HUMBER AND BRIGG 

URBAN AND THE GLANFORD BRIGG 
RURAL DISTRICTS 

Applications are invited from registered medical 
practitioners with experience in public health work 
and holding a Diploma in Public Health, Sanitary 
Science or State Medicine for the above whole-time 
mixed appointment. The salary. which is in ac- 
cordance with recommendations of the Medica! 
Whitley Council Committee C as adopted by the 
County Council. will commence at £1,576 Ss. per 
annum and will rise by 3 annual increments of 
£58 14s. lid.. 1 of £61 17s. Sd.. 4 of £34 7s. 6d.. 
to a maximum of £1,951 17s. 6d. The appointment 
will be subject to the Local Government Super- 
annuation Acts, 1937 and 1953 Forms of ap- 
plication and further particulars obtainable from 
the Clerk of the County Council, County Offices 
Lincoin, to whom compitcted applications must be 
returned not later than August 31, 1956.—-H. Cop- 
land, Clerk of the Lindsey County Council, ———. 
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MIDDLESEX COUNTY COUNCIL 
County Health Department 


ASSISTANT MEDICAL OFFICER 
(Male or 


Female) 
required initially in Area No. 1 (Edmonton & 
Enfield). Duties include supervision of health of 


school children. mothers and young children at- 
tending health clinics and routine medical inspec- 
tions at schools. Experience in these branches of 


Public Health work an advantage. Salary: £975 
by £50 to £1,375 per annum inclusive (under 
review) Established. pensionable. subject [0 
medical assessment and prescribed conditions 
Apply (no forms), stating age. qualifications e¢x- 
perience and two referees. to Joint Area Medical 
Officer, Public Offices, Enfield. by August 24 
(Quote 1.293 B.M.J.). Canvassing disqualifies.— 


Kenneth Goodacre. Clerk of the County Council, 
Guildhall, Westminster. S.W.1 (6427) 


Aua. I1, 1956 


Public Health—contd. 
DORSET COU NITY COUNCHL 


Applications are invited from registered medical 
practitioners holding the Diploma in Public Health, 
for the mixed appointment of 
ASSISTANT COUNTY MEDICAL OFFICER AND 

MEDICAL OFFICER OF HEALTH 
for Blandford Borough, Blandford Rural District, 
Wimborne Minster Urban District and Wimborne 
and Cranborne Rural District Salary scale 
11,600 4s. 7d.. rising by annual increments to 
£1,961 i4s. Id. per annum Full particulars and 
application forms from the Clerk, County Hail, 
Dorchester, to be returned by September 22 


LANCASHIRE COUNTY COUNCIL 


Applications are invited from registered medical 
Practitioners for appointment as 
ASSISTANT DIVISIONAL MEDICAL 
OFFICERS 
Vacancies in of near Lancaster, Fyide, Preston, 
Bolton, Oldham, Stretford and Ashton-under-Lyne 
Possession of Diploma in Public Health desirabie. 
Salary £1,050. rising to £1,475 per annum. Travel- 
ling and subsistence allowances. Application forms 
and further particulars from County Medical 
Officer, Serial 745, East Cuil? County Offices, 
Preston Application forms to be returned by 
August 31, 1956 (6820) 


NOTTINGHAMSHIRE COUNTY COUNCIL 


APPOINTMENT OF SENIOR 

ADMINISTRATIVE MEDICAL OFFICER (mate) 

Applications are invited for the above appoint- 
ment from duly qualified and registered medical 
Practitioners who hold a Diploma in Public 
Health Arlicants should have had genera] ad- 
ministrative experience with a Local Health 
Authority and in connection with the School 
Health Service. Salary £1,570 by £50 to £1,620 by 
£SS to £2,055 per annum Within this scale the 
County Council are prepared to take into considera- 
tion the existing salary of the successful candi- 
date in assessing his commencing salary Applica- 
tion forms and conditions of appointment are ob- 
tainable from me, and compicted applications must 
be returned by August 25, 1956.—A. R. Davis, 
Clerk of the County Council, Shire Halil, Notting- 
ham (6335) 


SURREY COUNTY COUNCIL 


APPOINTMENT OF ASSISTANT MEDICAL 
OFFICERS 


Applications are invited for the appointment of 
full-time assistant medical officers. Applicants must 
possess cither the D.P.H. or D.C.H The main 
duties will be in connection with the school health 
and maternity and child welfare services. Salary 
according to experience on the grade £1,050 by 
£50 to £1.200 by £55 to £1,475 per annum. The 
appointment is subject w satisfactory medical 
examination, to the provisions of the Local Govern- 
ment Superannuation Acts, 1937 w 1953, and to 
three months’ notice on either side. Application 
forms from the County Medical Officer, County 
Hall. Kingston-upon-Thames, to be returned by 
August 18, 1956 (6307) 


INDUSTRIAL APPOINTMENTS 
(Vacant) 


FACTORY DOCTORS 
FACTORIES ACTS, 1937 and 1948 
The following appointment as Appointed Factory 
Doctor is vacant: Teignmouth, in the county of 
Devon. Applications, which should be received not 
later than September 1, 1956, should be sent to 
Chief Inspector of Factories, 19, St. James's 
Square. London, S.W.1. (6766) 


REPUBLIC OF IRELAND 
CLARE COUNTY COUNCIL 


SURGICAL REGISTRAR REQUIRED 

Immediate applications are invited for the post 
of Surgical Registrar at the County Hospital, Ennis 
Salary : First year £800; Second year £900; Third 
year £1,000 plus in cach year an additional sum 
of €100 a year if the holder of the post possesses 
a higher qualification in surgery. Temporary bonus 
at approved rate will also be paid. If board and 
residence is supplied a charge at the rate of £150 
a year will be made Applications should be 
addressed to the Secretary, County Home. Ennis, 
Co. Clare, Eire (6843) 


SAINT LUKE'S HOSPITAL, Dublin 


RADIOTHERAPEUTIC REGISTRAR 

Salary Scale : £850 by £50 to £1,100 per annum 
Essential: A Diploma in Radiotherapy. Appoint- 
ment: To the Hospital and its associated Clinics 
Applications (in writing). marked “R.R..” giving 
full details. and the names of three referees, to the 
Registrer at Highfield Road, Rathgar. Dublin, not 
later than first post on August 31, 1956. Canvassing 
disqualifies. (6845) 
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WESTMEATH COUNTY COUNCIL 
County Hospital, Mullingar 


APPOINTMENT OF REGISTRAR 

Applications are invited from qualified medical 
Practitioners for the position of Registrar at the 
County Hospital, Mullingar, which will become 
vacant on September 22, 1956. Employment will 
be on a yearly basis renewable at the discretion of 
the health authority for further periods subject to 
@ maximum period of three years. Salary scale 
£800 by £100 to £1.000 per year plus an additional 
£100 in respect of a higher dearee. A bonus of 
£30 plus 64% on the portion of the salary over 
£300 is at prese mt payable. In determining point of 
entry on salary scale, credit may be allowed for 
previous experience as Registrar up to a maximum 
of two years. A deduction of £159 per annum will 
be made in respect of board and apartments. A 
flat is available in the County Hospital. Applica- 
tion forms and full particulars may be obtained 
from the County Secretary, County Buiidings, Mul- 
lingar, with whom completed applications shou!'d be 
lodged as soon as possibic (6544 


OVERSEA (Vacant) 


AUSTRALIA, VICTORIA. SHARE OF £12,000 
per annum, terms arranged, house on rental.—Apply 
Percival Turner Medical Agency, 25, Maiden Lane, 
wc.2 


SALE OF PRACTICE (GENERAL) IN RURAL 
Canada. Gross $12,000-$15,000 (without Sur- 
gery) For value of house (furnished) and car 
Owner specializing. Will accept sterling (and give 
terms if necessary). Sale to be compicted before 
end of summer. Surgical experience (practical) a 
valuable asset Modern hospital facilities avail- 
able Renting will be considered if preferabie 
Give relevant details first letter.—Box 1165, B.MJ 


TASMANIA. ASSISTANT WANTED, VIEW 
early partnership with English doctor in country 
district 23 miles Hobart, capital City. All details 
on application.—Apply Box 1060. B.MJ 


ENGLISH, IRISH, SCOTTISH OR WELSH 
Doctor required, Pusan Korea Gencra| Medical 
qualifications. Salary £1,000 to £1,250 depending 
on experience, plus board and accommodation 
One to two year contract Apply Foreign Relief 
Secretary, Save the Children Fund, 12, Upper Bel- 
grave Street, S.W.1. Tei.: Sloane 9171. (6432) 


CATHOLIC MISSION HOSPITALS. VACAN- 
cies in East and West Africa and India.—Apply 
Secretary, Damien Society, 47, Fitzwilliam Square. 
Dublin (7130) 


MEDICAL MISSIONARY SOCIETY, U.C.C. 

Two Catholic doctors required for new Mission 
Hospital (60 beds) in Nigeria. Free passage, 
furnished house, two year tour. Salary £1,000 to 
£1,200. single man. Substantial insurance. Tem- 
perate climate 70° to 8&5 Particulars from Sec- 
retary, Medical Missionary Society, U.C.C., Cork. 
Eire (6804) 


BED HOSPITAL INVITES APPLICATIONS 
for a one year 
cated Honorarium $50.00 per month plus board. 
room and uniforms. Ideal for one year's waining 
prior to establishing a practice in this province. 
Apply, stating qualifications, to (Mrs.) V. Burgoyne. 
R.N.. Assistant Superintendent, Misericordia 
General Hospital, Winnipeg 1, Manitoba. 


GOVERNMENT OF ADEN 


ASSISTANT HEALTH ADVISER 
required in the Western Aden Protectorate for exe- 
cutive and advisory duties. The post is of a 
pioncering nature involving much organizing and 
touring Oversea experience essential and 
perience in Arab countries and knowledge of 
Arabic would be added recommendations Must 
possess medical qualifications registrable in the 
United Kingdom. Appointment can be on per- 
manent basis with pension, or short term contract 
with gratuity (taxable). Candidates in National 
Health Service may leave the N.H.S. but retain 
their superannuation rights (up to six years) and 
receive a gratuity (taxabic) of 20% of ageregate of 
salary at end of engagements. Salary scale from 
£1,212 to £1,992 a year, starting salary depend- 
ing upon age and experience. Pension in the case 
of permanent appointment is at the rate of | /600th 
of the final pensionable emoluments for cach com- 
pleted month of service. Gratuity in respect of 
contract appointment is £37 10s. for cach completed 
three months of service. Outfit allowance of £30 to 
£60 payable on appointment. Protectorate al- 
lowance of £132, £156 or £180 a year (non-pension- 
able) payable according to area in which working. 
Furnished quarters (being built) at low rental. In- 
come tax at local rates. Free passages are pro- 
vided for Officer, wife and up to 4 children under 
the age of 18. Tour of service from 18 to 24 
months. Generous home leave granted after cach 
tour. Application forms from the Director of 
Recruitment. Colonial Office, London, S.W.1 
(quoting No. BCD 117 /2/08). (6755) 
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TASMANIA 


Applications are invited from medical practi- 
toners registrable in Tasmania for the position of 
SPECIALIST ANAESTHETIST 
m the public hospitals of the North-West Group 
Main hospitais are the Devon Public Hospital at 
Latrobe, Burnie Pubiic Hospital, and the Spencer 
Public Hospital! at Wynyard. Devon and Burnie 
Public Hospitals have a Surgeon Superintendent, 
Medical Superintendent, and two Resident Medical 
Officers Applicants should povsess a recognized 
higher qualification in the specialty. The successful 
applicant will be expected to provide his own car 
for which an allowance will be payable, according 
to horsepower. when used on duty All electric 
semi-detached house at Burnie availabic Four 
weeks" annm.al recreation 
benefits. Salary trom £A2.318 by annual incre- 
ments of to £A2.568. but an appointment! ai 
the maximum figure may be made provided suitable 
qualifications are held. Assisted passages for 
appointee and family can be arranged, or, alterna- 
tively, forward fares only will be refunded over a 
period of S years’ service with the North-West 
Hospital Group. Applications, in duplicate, to the 
Agent-General for Tasmania, 457. Strand, London, 
W.C.2. by August 25, 1956, from whom further 
details may be obtained (6268) 


THE CO-ORDINATING COMMITTEE FOR 
BLIND WELFARE 


OPHTHALMOLOGIST 

Experienced Ophthalmologist required to conduct 
a survey of African cye diseases, particularily in 
the more remote native areas, in Southern Rhodesia. 
The field work will be conducted from a mobile 
clinic, fully equipped for surgical and medical 
treatment. The appointment will be for one year 
in the first instance. from March |, 1957, at an 
inclusive salary of £2,000 per annum. Applications 
should reach the Hon. Sccretary. P.O. Box 144, 
Bulawayo, S. Rhodesia, before September 30, and 
should state age and marital status, and give dctails 
of qualifications and experience (6846) 


THE QUEEN VICTORIA MEMORIAL 
HOSPITAL 

172, Lonsdale Street, Metbourne, Victoria, 

Aastralia 


Applications are invited from duly qualified 
medical practitioners for the position of 
RADIOLOGIST IN CHARGE 
Full-time appointment, with two half-days per 
week for honorary work, if required. Salary, ac- 
cording to experience, from £2,500 per annum. 
Age limit 45 years. Applicants are required to state 
age and full details of qualifications and experience. 
Closing date for receipt of applications by the 
undersigned, August 30, 1956.—Nell Stephenson, 
A/Manager & Secretary (6822) 


UNIVERSITY OF ALBERTA HOSPITAL 
Edmonton, Alberta, Canada 


ASSISTANT SU PERINTENDENT (Medical) 


required. Starting salary $7,800 per annum. Annual 
increments of $500 to $9,800. Give full particulars, 
name referecs. and enclose photograph first letter. 
to A. C. McGugan, M.D., Superintendent, Univer- 
sity of Alberta Hospital, Edmonton, Alberta, 
Canada. (6451) 


UNIVERSITY AND RESEARCH 


APPOINTMENTS, etc. 


ST. MARY'S HOSPITAL MEDICAL SCHOOL 
(University of London), Paddington, W.2 
Applications are invited for the appointment of 
TEMPORARY LECTURER in Morbid Anatomy 
for one year from October | Salary within the 
scale £1,000 to £1,300, together with superannuation 
and children’s allowance. Applications (two copies), 
with the names of two referees, to the Secretary. 
St. Mary’s Hospital Medical School, by August 24 

(6735) 


THE UNITED CARDIFF HOSPITALS 


MEDICAL PROFFSSORIAL UNIT—-RESEARCH 
FELLOWSHIP 


Applications are invited for appointment to a 
Research Fellowship in Medicine in the Profes- 
sorial Unit of the Welsh National School of 
Medicine at the Cardiff Royal Infirmary. The ap- 
pointment, at a salary of £1,100 per annum with 
superannuation, is normally tenable for a period of 
two years. The person appointed will be able to 
take part in the teaching and routine work of the 
Department Further particulars about this ap- 
pointment, and forms of applications, are available 
from the Sccretary to the Board at the Cardiff 
Royal Infirmary, Cardiff. Applications should be 
returned by August 31. (6419) 
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University and Research 
contd, 


THE UNIVERSITY OF LIVERPOOL 
Department of Studies in Psychological Medicine 


Appointments 


Appl t nvited tor the post of 
RESEARC "ASSIST ANT in Psychological Medicine 
£1,000 to £1,200 per 
and cxperience 

me year and 

App tions 
and experience 
research and 
be received not 
undersigned, 
onditions of 
Dumbell 

(6823) 
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ap mitment wi 


ta 
annum, a 
he 


may t new 


salary 


4. 1956 
Part ars of 
t obtained 


the « 
Staniey 


Reawtrar 


THE UNIVERSITY OF MANCHESTER 


invited for the full-time post of 

in Orthopaedic Surgery 
ring to £2,000 per annum ac 
anions and experience Duties 
m as possibic The successful 
sired to work in the Depart 
Surgery in the Manchester 
the Board of Governors of 
ster Hospitals is prepared 
contract with the person 
should be sent not later 
to the Registrar, the 
13. from whom further 
of application may be 
(6104) 
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LECTURER 
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United Manche 
negotiate an honorary 
Applications 
August 18 1956 
Manchester 
and forms 
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ersity 
ulars 
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UNIVERSITY OF BRISTOL 


University invites applications for the post of 
ASSISTANT MEDICAL OFFICER 

to undertake the routine examination of 
snd t assist in the treatment of students The 
Officer may also be required to undertake part 
time teaching or research work Salary £1,200 to 
11.400 per annum according to qualifications and 
experience Children’s Allowance Scheme. Applica 
tions including the names of three referees, 
should reach the undersigned, from whom further 
viars may be obtained, not later than Sep- 
1956.--H. C. Butterfield, Registrar and 
(6805) 
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Secretary 


UNIVERSITY OF EDINBURGH 


Applications are invited for the post of 
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EDINBURGH POST-GRADUATE BOARD FOR 
MEDICINE 


SURGERY 


f p gradua 


GENERAIL 
months 
suitable for surgcoms 
im the current outlook 
graduates preparing to specialize 
October |, 1956. and March Is 
gramme has been arranged so as 
rdinated clinical and mati 
general surgical wards and spc 
n Edinburgh. Fee £31 10s 

MEDICAL SCIENCES 
months’ course in Applied 
Pathology ey 
chemistry will begin on 1987 
includes an adequate unt of practical instruc- 
tion and is suitable aduates wishing to 
take the Primary cxaamination Fee 
#31 10s 
Two 
Physiology 
by 
the aceis of 

Medicine 
demonstrat 
on October 


urses 
req nz a 

sure 


Three 


gzcneta 
Start on 
The pro 
to provide 
SYST instruction 


ed surgical 


Anatomy 
and Bio 
This course 


4 three 
Physiology 


for 
Fellowship 


post-a! 


Basic Sciences (Anatomy 
including Bacteriology) are 
College Surecons, under 
the Edinburgh Post-Graduate Board for 
These ses. comprising tectures 
ms and practical instruction, will begin 
1S, 19S¢ "February il, 1987, and 
continue for ten weeks 26 Ss 

The courses in Medica! Sciences are 
final preparation § for Primary 
examination and it ts essential that those 
should already have a considerable knowledge 
the subiects 

INTERNAL VEDICINE 

lasting twelve weeks suitable 
desiring a refresher course, or to 
in Medicine. begin on September 24 
March 25, 1957 These consist 
hours” instruction comprising jectures 
demonstrations and ward visits Fee 


the 


courses in 
Pathology 
the Royal 


designed as 
Fellowship 

attending 
of 


Courses for 


graduates 
specialize 
1956. and 
of 320 
chinical 
10s 


courses 


Royal College of Physicians of Edinburgh 
two Hill Pattison-Struthers Bursaries cach 
graduates attendine the Internal Medicine 
course Each Bursary amounts to £100 Applica 
tions must be submitted to the Secretary, Royal 
College of Physicians, Edinburgh, at least two 
months prior to the starting date of the course 
for which they are enrolled 

Additional instruction in Clinical Paediatrics and 
in Tropical Medicine is arranged in conjunction 
with the course in Medicine. There is a small ad- 
ditional fee and the numbers are limited 

REFRESHER COURSE FOR GENERAL 
PRACTITIONERS 


LECTURER ‘e the Department of Pathology The twenty-fourth fortnight Refresher course for 
Salary scale £1.200 by £100 to £1,600 per annum General Practitioners will start on May 6, 1957 
together with Supcrannuation benefit and Family Fee for graduates not claiming expenses from 
The successful candidate Government sources, 10 Guineas. Applications for 
wil he required . take up duty ~ agg enrolment should be addressed to the Director of 
1956, of as soon ercalter as urtner Post-Graduate Studies, Surgeons’ Hall, Edinburgh, 
particulars may be obtained from the undersigned 8 Applicants for courses, except general prac 
names © wo referees, show he lodged no > f > 

and post-graduate experience (6128) 
later than September 15. 1956.—Charles H sale 
Stewart, Secretary to the University (6726) 
Readers frequently desire to refer to | 


PERSONAL 


ARE YOU TIED TO YOUR HOUSE? SOLICI- 
tor-to-be (Oxon) and secretary wife, offer to answer 
phone, ctc evenings, week-cnds, part cxchange 
unfurnished flat London.-—-Newth, 21, Homesdale 
Road, Bromicy. Kent 


NOTICES 
APPLICANTS ARE ADVISED NOT TO SEND 


orminal testimonials when replying to advertisc- 
ments ( wi'l answer the purpose quite as 
well, and event of their being lost or mis- 
laid mo in will ensue 


opres 
th 
nvemicnce 


in 


EDUCATIONAL AND LECTURES 


CHILDREN’S DISEASES (D.C.H.) AUGUST 27 
to September 8&8 Daily 5.30 p.m. Lectures and 
clinical cases. Princess Louise Kensington Hospital 
Apply Fellowship of Postgraduate Medicine, 60 
Portland Place, London, W.1. Langham 4266 
(6729) 


POSTAL COACHING FOR ALL MEDICAL 
EXAMINATIONS. Examination successes 1940 
1955: MRCP Lond. 234; F.R.CS Eng... Primary 
18S; FRCS Eng. Final. 262: M and D Obst 
RCOG., 312; 183: Univer- 
sity and Conjoint Finals, 741 Up-to-date courses 
for the M D M. R.C_P Edin, F_R.C.S Edin 
DP.H F.F.A DPM Assistance with M.D 
Thesis. Prospectus, list of tutors, etc., on application 
to G. E. Oates. M.D... MRC PALond.), University 
Examination Postal Institution, 17, Red Lion 
Square, London, W.C.1 "Phone HOLborn 6313 


advertisements concerning appliances, pre- 


parations. ete which have appeared in 
earlier issucs of the Journal 
The Advertisement Director can supply 
j particulars at any time 
In dealing with written inquiries, especi- 
ally from overseas, correspondents are 
wherever possib'e, put in direct contact 
with the advertisers in whose products they 
are interested 
Write. Advertisement Director 
British Medical Journal 
| B.M.A. House 
Tavistock Square, 


London, W.C.1 


UNIVERSITY OF EDINBURGH 
Faculty of Medicine 


COURSE OF INSTRUCTION FOR THE NEW 
POSTGRADUATE DIPLOMA IN PSYCHIATRY 

Part |. A part-time course will be given on one- 
and-a-half days a week throughout the year com- 
mencing in October, fee £20. This course is inte- 
erated with the S.E. Regional Hospital Board train- 
ing scheme for Psychiatrists and wil! be succeeded 
in October, 1957. by a full-time six months’ course 
in Psychiatry and Neurology, which will lead to 
the cxamination for Part If of the Dip. Psych 
Further particulars, regulations and syllabus for the 
Diploma, details of Training Schemes, and ap- 
Plication forms may be ob‘ained from The Dean of 
the Faculty of Medicine, University New Buildings 
Teviot Row, Edinburgh, 8 (6725) 
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Diploma in Anacs 
Medicine ; Dip 
in Radiology 
in Chiid 
Examina- 
Examina 
ourses for 


Guide 


POSTGRADUATE STUDY. 
Diploma in Psychological 
Ophthalmology Dipioma 
in Laryne Diploma 

R.S.C.Eng. and all Surgical 
P Lond. and all Medica 
Thesis all Universities ; 
examinations Compete 
semt free On application 
in which qualification they 
Medical Corre- 
London, W.1 


thetics 

joma in 
Diploma 
Health 
tons 
M.D 

all qualifying 
Medical Examinations 
Applicants should state 
interested Address Secretary 
19, Welbeck St 


logy 


are 


spondence 
UNIVERSITY OF MANCHESTER 


liege 


POSTGRADUATE COURSE IN 
GYNAECOLOGICAL PATHOLOGY 
be held in the above subject from 
1957, instruction being given by 
the staff of Manchester University 
number of visiting lecturers from 
The course will provide a systematic 
morbid anatomy and histology 
tract and will include a 
review of vaginal cytology Disorders of 
physiology including those peculiar to pregnancy 
and human reproduction in gencral will also be 
discussed An account will be given of maternal 
and perinatal deaih Instruction will include tlec- 
tures, clinical-pathological conferences, and labor- 
story demonstrations with the microscope ht 
hoped to each student a collection of histo 
logical preparations which will remain in the 
student's possession at the conclusion of the course 
The course is particularly designed for gynacco- 
logists in training. and is also suntable for clinical 
pathologists The fee will be £15 15s Further 
particulars and detailed syllabus may be obtained 
from the Dean of Postgraduate Medical Studics 
The University, Manchester, 13, to whom applica 
tions should be sent by December 31, 1956. (6708) 


will 
13 
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account of the 
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SITUATIONS VACANT 


Principal required for busy — practice N.W. 
London, September.--Box 1270, B.MJ 


Chelmsford Hospital Management Committee 


Principal Biochemist (non-medicall) qualified) 


required for newly built Group Pathological 
Laboratory at the Chelmsford & Essex Hospital 
Applications, giving the names of two referees, by 
September 1, to Group Secretary Chelmsford 
Hospital Management Committce, London Road 
Chelmsford. Essex (6676 


Federation of Rhodesia and Nyasaland : 
Ministry of Health 


Medicat 
have 
Inst- 


qualified male 
Applicants must 
of the British 


Vacancies” exist’ for 
Laboratory Technicians. 
passed the Final Examination 
tute of Medical Laboratory Technicians or have 
the equivalent qualification. They should have not 
less than 8 years’ relevant experience since obtain 
ing the qualification Starting salary. £1,170 on 
scale £1,170 by £50 to £1.470 (Scientific and Tech- 
nical Officers Grade III) Promotion = prospects 
Application forms and further details from Public 
Service Attaché, Rhodesia House, 429. Strand 
London, W.C.2. Closing date: September & 

(6724) 


PHARMACISTS, DIETITIANS 
DISPENSERS, NURSES, ETC. 
VACANT 
Lady Dispenser-Secretary required for pleasant 


rural practice, Northumberland Qualification not 
essential, Furnished cottage availabic.—Box 1256 
BMJ 


AVAILABLE 
Dispenser-Bookkeeper for Doctors, Home Coun- 


es or thereabouts Experienced. —Box 1272 
B.MJ 
Experienced Dispenser /Receptioni t /Seeretary 


secks permanent part-time post.—Box 1271, BMJ 


RECEPTIONISTS, SECRETARIES, 
TYPISTS, HOUSEKEEPERS, ETC. 
VACANT 
Shorthand-Secretary-Receptionist, 35/40. with 
imuative and intelligence, required by Knightsbridgc 


doctor early September. Busy private practice 
Box 1260. BMJ 


AVAILABLE 

i testimonials, theses, copied 
communicate with Manton 
Secretarial Service, Ltd.. 98, Victoria Street, SW! 
(Victoria 0141), who are specialists 

fand-picked doctors’ Secretaries, inc 
S.R.N.—Wigmore Agency for Medical Secretaries 
67, Wigmore Street, W.1. HUNter 9951 3 


Applicant, 


or duplicated, should 


the British 
St Albans 
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To economize in paper, bookkeeping entries, and avoid delay, please send paynu/a with the advertisement 


ical Journal,” 
B.M.A. House. Tavistock Square, London, W.C.1. 
Members should include the word “ MEMBER ™ underneath their signature. 


issue provided they reach 
week preceding date of issue. 


Cancellation of advertisements cannot 


advertisements in the forth- 
this office by not later than first post on the FRIDAY of the 


p.m. Monday prior 


to date of issue (issues affected by pubiic holidays 


DO PLEASE WRITE ADVERTISEMENTS AND 
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Box sumber address forms part of the advertise- 
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is. is charged to cover box fee and addressing and 
Postage of replies. 
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ith No. With name and address 
12 words 19s. (minimum charge) 18 words 18s. (minimum charge) 
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forwarded to enveiopes. 


the advertisers in plain 


Advertisement M.A. Tavistock W.C.1. 


Banton 


Britmedads, Westcent, 


Receptionists—contd. 


Thorougsty-trained or 
Medical Secretarial Staff may 


be engaged 
Brook Sweet Bureau of Maytals, Led., 
8866. 


Street, W.1. MAY 
and 


Harley Street District, West End address, Tele- 
phone number. Secretarial services, and part-time 
or occasional use of well-furnished Consulting 
Rooms at nominal rent.—Box 1261, B.MJ. 


Permanent 


AEDICAL JOURNAL 


Duplicating. First-class work. 
Electric typewriters.. Moderate.—Sybil Rang, 21, 
Heath Street, N.W.3. HAM 5329/0504. 


CONSULTING ROOMS, ETC. 
AVAILABLE 
Rooms and Suites with or without 


Consulting 
Residential accommodation :—Agents: Ley Clark 
and Partners, Limited, 3, Wimpole Street, W.1. 
Langham 1095. 
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NURSING HOMES FOR SALE 


Private Nursing Home (registered), N.W. 
Middlesex. Well established. 7 bedrooms, kitchen, 
2 wes. Larse garden. £750 p.a. 

Sole 
agents, Cowdrey Phipps & pated F.A.LP.A.. 18, 
The Broadway, Wembdi ARN, 2477/2220. 


WANTED 
POSTGRADUATE OFFERS PART-TIME AS- 
sistance October, November, Glasgow. Board and 
lodging required.—Box 1273, B.M.J. 


attention and excellent cuisine. Lovely 
Privately owned golf — 
nter- 


personal 
country setting. 
ing, tennis, shooting, riding, pony wekking, 
esting brochure on application. 


MISCELLANEOUS 


Set Ophthalmic lnsiruments, major 
operations, for sale.—-Box 1257, B.MJ. 


Bronze Nameplates, sedd size and lettering for 
free proof.—Abbey Craftsmen, 78, Osnabureh 
Street, N.W.1, EUSton 5722. 

Broaze Name Plates with cream enamel letter- 
ing. Send size and lettering for estimate.-Osborne, 
117, Gower Street, London, W.C.1. 

Queen Nen-aliergic Beauty Products form 2 com- 
plete range of toilet and beauty preparations, in- 
cluding lipstick, specially for those women who 
have sensitive skins. Queen Beauty Products con- 
tain no orris, nor any other skin irritants, Obtain- 
able from John Bell and Croyden, 50. Wigmore 
and other chemists. Booklet from 
oe. Lid., 60, Lambs Conduit Street, London, 

Savile Row Clothes, Cancelled export orders, 
misfits. direét from eminent tailors, Kilgour, Hunts- 
man. Sandon, etc. Suits, overcoats, from 10 gns.— 
Regem Dress Co. (Second Floor), 17, Shafesbury 
Avenue. Piccadilly Circus, W.1 (mext Café 
Monico). GER 7180. Est. over 30 years. 


HOMES 


HEIGHAM HALL, NORWICH 
Private Mental Hospital. Individual treatment. 
Special Geriatric Unit. Accommodation Alcoholics. 
From 7 gns. Apply Dr. J. A. Small. Norwich 20080. 
NORTHUMBERLAND HOUSE 
For Voluntary and Certified patients, now at 235-7, 
Bailards Lane, N.3. Tel.: Finchicy $283. Med. Supt., 
R. M. Riggall, Mem, Brit. Psycho-Analytical Socy. 


HITCHAM PLACE, BURNHAM, BUCKS 

(Late Fenstanton, Christchurch Road, §.W.) 

A Private Home for the treatment of LADIES 
with Mental and Nervous Disorders, Psychotherapy, 
Physiotherapy. etc. A large Country Mansion with 


20 acres in Green Belt. Apply Dr. Madeline R. 
Lockwood. Resident Physician Superintendent. 
Tel. Burnham 624. Station: Taplow. 


MIDDLETON HALL 
MIDDLETON-ST.-GEORGE, CO. DURHAM 
Tel.: Dimsdale 7. 
Cases include addic- 
treatments, including 
Apply to Resident 


Private Mental Hospital. 
tion and senility. All modern 
psychotherapy. Moderate fee. 
Physician. 


MEDICAL PRACTICES 
ADVISORY BUREAU 


APPOINTMENTS INFORMATION SERVICE 

Doctors secking information about openings in 
the various fields of medical practice or introduc- 
tions as locums, assistants or partners, ate invited 
to address enquiries t© the Medical Director, 
Medical Practices Advisory Bureau at 


. Howse, Tavistock Sqeare, London, 
Telephone number: EUSton 5601 /2. 
Telephone 


B.M.A 
w.c.l, 
33, Cross Street, Manchester. 
number: Deansgate 3691. 

7, Drumsheugh Gardens, Ediabergh, 3. Tele- 
phone number: Central 7184. 

234, St. Vincent Street, Glasgow, C.2. Tele- 
phone number: Central 5636. 


The services of the Medical Practices Advisory 
Bureau are free to members of the Association. 


AGENTS 
PERCIVAL TURNER, LTD. 


MEDICAL AGENCY (Est. 75 years) 
Strand, W.C.2. Telephones: 
Night : Walton-on- 


25, Maiden Lane. 
TEMp!e Bar 9011. ‘Thames 1785. 


‘ 
HOTELS 
CENTRAL WALES. — ABERNANT LAKE 
HOTEL, Lianwrtyd Wells. For rest, recreation. 
| 
(for use of members only) 
DISPENSERS 
Additional words: 7s. 6d. for each 6, or less . — 
secking 
posts 
#5, 
is 
of 
R : MBERS. The na of advertisers i.nder box numbers held 
should be addressed separately. Two or 
through 
9, Brook 
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The 


of anti-h yperrensivé 
Therapy 


“This was by far the most effective and useful orally administered agent for 
reducing blood-pressure which we have yet used. In our opinion this substance 
is fully worthy of a trial in every case of essential hypertension in which 
treatment is thought to be necessary. The severe cases, which always need 


treatment, are as likely to respond as the mild ’’. 
British Medical Journal (1955) 1:809 


* Rauwiloid ’ is a selected fraction of the alkaloid hydrochlorides of Rauwolfia 
serpentina, and combines the hypotensive activity of reserpine and rescinnamine 
with that of the other desirable alkaloids of the crude-drug. ‘ Rauwiloid’ 
can be regarded as the basic treatment for most grades of hypertension. 

If sufficient lowering of blood-pressure is not apparent after 2/3 weeks’ use, 
* Rauwiloid+Veriloid’ and * Rauwiloid’+-Hexamethonium, tried that 
order, are suggested as suitable agents. In each case ‘ Rauwiloid’ reduces 
the side-effects of the potent antihypertensive, and in both combinations 
dosage is regulated solely by the patient's requirements for the more potent agent. 


Dosage of ‘ Rauwiloid’ is simple — two tablets at night are usually sufficient, 
and this dosage can be reduced to one for maintenance therapy. 


The daily cost to the National Health Service on full dosage is Sd. 


4 ancwr: RIKER LABORATORIES LIMITED 
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